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ROM a position of obscurity and rarity, 

bronchogenic tumors have come to oc- 

cupy a prominent place among néo- 

plasms. This is, of course, principally 
true of the bronchogenic carcinoma, but the 
interest aroused by this tumor has carried over 
into other types of bronchogenic tumors to such 
a degree that intense study of them (the adenoma 
group as the foremost example) has resulted. 
Since medical literature has so consistently re- 
ferred to benign bronchial tumors, it seems per- 
tinent to review the collected information avail- 
able regarding the latter. 

To undertake a review of published information 
in a trusting manner, or with the viewpoint of 
naively accepting the reports at face value seems 
to offer little of lasting worth. Such an approach 
can result only in tiresome repetitiousness. A 
critical or skeptical attitude seems much more 
profitable. 

After reviewing the available material in an 
attitude of ready acceptance, a distrustful atti- 
tude is forced upon one. To understand why 
this is so, we need merely to consider the poten- 
tialities for tumor production of the bronchus. 
As with virtually any other anatomical structure, 
the bronchus is composed of epithelium and 
tissues of mesenchymal origin. Each of these 
basic elements should be capable of producing a 
malignant as well as a benigr. tumor. Thus, 
we should encounter examples of malignant epi- 
thelial (carcinomas) and mesenchymal (sar- 
comas) tumors. Such do occur and, actually, the 
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vastly preponderant bronchogenic tumor is the 
carcinoma. 

On the other hand, the literature has long 
perpetuated a name for a benign epithelial tumor 
—the bronchial adenoma (107, 45, 55, 20, 40, 
5, 65, 38, 33, 77, 15). Scrutiny of the data avail- 
able on the adenomas or on the adenoma group 
of tumors, however, shows the tumors to be un- 
reliable in their behavior. In fact, the matter 
of their benignity is under serious attack from 
many quarters. They certainly cannot be con- 
sidered benign in an unequivocal manner. 

Therefore, elimination of all the epithelial tu- 
mors (carcinomas and adenomas) and sarcomas 
from consideration leaves the other mesenchymal 
tumors to be appraised under the guise of benign 
tumors. It is, in fact, this group of endobronchial 
tumors of mesenchymal origin and purported 
benign histology that the literature has in essence 
designated as the benign group. 

Maintaining a critical attitude, however, one 
is forced to ask, “If aspersions are cast on the 
character of the bronchial adenoma, can the 
same be true of this “benign group” in whole 
or in part?” 

HISTORY 

Bronchial obstruction has interested clinicians 
for many years and it seems only logical that 
this interest was first aroused by the presence of 
a foreign body in the air passages. 

The etiology of the obstruction was usually 
very obvious under such circumstances and the 
effects were frequently very dramatic. Even 
though the basis of treatment must have been 
obvious to all, namely, the removal of the for- 
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eign body, no ready means was at hand for doing 
this prior to the turn of the century. 

Before 1900 great interest was apparently evi- 
denced in the problem, because DeForest Willard 
in 1891 reported discouragingly on a set of animal 
experiments designed to explore the feasibility of 
removing the offending agent by open bron- 
chotomy after having exposed the bronchus 
transthoracically. He found the difficulties con- 
fronting a surgeon dissecting into the hilum of 
the lung quite appalling and virtually unsur- 
mountable. The constant motion of the field of 
operation in an open and uncontrolled pneu- 
mothorax perturbed him immeasurably as he 
sought to identify the bronchus and free it from 
the pulmonary vessels for safe incision. 

The management of inhaled foreign bodies 
was apparently largely expectant in nature, hop- 
ing for spontaneous expulsion through the 
larynx, aided no doubt by generous back slap- 
ping or shaking of the smaller patients, while 
they were held suspended by their heels. If 
suppuration supervened or threatened, a tra- 
cheotomy might be performed (this was recom- 
mended as early as 1778 (25) and was often 
referred to loosely as a bronchotomy). Whereas 
this may have offered an easier avenue of escape 
for a mobile foreign body than did the glottic 
chink, it also could be used as a portal for in- 
serting various and sundry instruments into 
the air passages in the hope of retrieving the 
offending agent by blind grappling (2). 

As crude and uncontrolled as these methods 
may seem to us today, an occasional successful 
outcome was recorded for even a transthoracic 
bronchotomy (36). 

With the concept of direct inspection of the 
air passages developed by Killian (1897) and the 
expansion of this method by Jackson (50), the 
way was opened for a logical and accurate means 
of localizing bronchial obstructions. This, when 
coupled with the advent of the roentgen ray, 
unfolded before clinicians the possibility of pre- 
cise recognition of endobronchial pathology of 
all sorts. 

Tumors occurring in the bronchi were first 
seen at necropsy (95, 96, 21, 64) and remained 
as curiosities until diagnostic methods had im- 
proved clinical acumen to such a point that their 
occurrence could be suspected during life and 
their presence confirmed by endoscopic exam- 
ination. 

For a reasonable understanding of some of the 
criticism which may be levelled at the literature 
as it is discussed in more detail, the vicissitudes 
of pioneers must constantly be borne in mind. 
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When surveyed in somewhat chronological fash- 
ion, the accumulated writings must be appraised 
from the viewpoint of the respective authors. 
Looked at from this standpoint, the literature be- 
comes a mirror reflecting very clearly the evolu- 
tion of medical thinking, and we can recognize 
successive steps in this development without the 
use of excessive license. 

First of all, bronchoscopy as a new procedure 
had to prove its worth. Roentgenology was 
demanding of clinicians greater refinements in 
differential diagnosis, as well as bringing before 
them obscure and heretofore unsuspected va- 
garies of thoracic disease. Successful elucidation 
of some of these confusing pictures by resorting 
to bronchoscopy constituted a stellar perform- 
ance. 

Thus, it is that case histories (68) detailing 
confused clinical pictures appeared, confirming 
the great value of bronchoscopy, which could 
reveal an obstructing endobronchial mass, and 
even more dramatically cause regression of the 
pathologic process by providing for removal of 
the obstruction. Interestingly enough, polyps 
seemed to be the common endobronchial “tu- 
mor”. Although tumors of other nature may 
have been encountered, the principal emphasis 
seems to have been on the diagnostic and thera- 
peutic value of bronchoscopy. 

As endoscopic methods became established as 
indispensable to the proper diagnosis and treat- 
ment of thoracic diseases, more interest seems 
to have been directed toward the actual nature 
of the endobronchial pathology. No doubt, en- 
doscopists were encountering carcinomas for 
which little or nothing could be done, so that the 
finding of an occasional neoplasm which could 
be removed must have been a very stimulating 
experience indeed. Certainly in the days be- 
fore resection of lung tissue became a reason- 
ably safe procedure, the local removal of an 
endobronchial neoplasm was a _ magnificent 
achievement and any residuals of disease in the 
previously obstructed lung segments did not de- 
tract from the true brilliance of the result. 

As the sequelae of bronchial obstruction came 
to be better understood and surgical methods 
had improved to such a point that they could 
be managed with reasonable safety, more critical 
appraisal of the end results was perhaps un- 
dertaken, because the tumors seemed to have 
been subjected to closer scrutiny and recurrences 
were perhaps looked upon with less compla- 
cency. 

When surgical methods had provided a means 
of dealing with carcinomas, palliation by mere 
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maintenance of patency in the airway did not 
seem enough for other types of obstructions. If 
this line of reasoning is correct, one can point 
out the intense interest aroused by the recog- 
nition of the fact that bronchial adenoma is a 
distinct entity among bronchial tumors. 

It is thus apparent that the significance of 
any given report must be appraised by taking 
as nearly as possible the author’s viewpoint, 
and, most particularly, the points of emphasis 
in the original report must be correlated with 
the scale of values then current. These collected 
papers cover a period of medical and surgical 
history during which amazing strides were taken 
and it is quite unfair to criticize harshly the 
reports of 20 or more years ago by present day 
standards. Such correlation must be done if 
we are to squeeze from this study wholly re- 
liable information, and it should not be inter- 
preted as being derogatory in any sense. 


MATERIAL 


Although no significant difficulty is encoun- 
tered in collecting the papers which deal with 
“endobronchial tumors,” no clear statement of 
the distribution of these tumors within the air 
passages to be included under the term bronchial 
or endobronchial is found. Therefore, it seems, 
necessary to attempt a definition of this term, 
so that the field to be covered may be more 
clearly demarcated. 

Bronchial tumors or what is probably a more 
accurate statement of the implied meaning, endo- 
bronchial tumors, may be defined for purposes 
of this review as those tumors arising from the 
wall of a stem bronchus or its major subdivisions 
and projecting into the bronchial lumen. These 
tumors are visible directly by bronchoscopy or 
would be so visualized were it not for the peculiar 
disposition of some of the secondary bronchi, 
such as occurs in the upper lobe bronchi or in the 
bronchus of the superior segment of each lower 
lobe. The practical value of such a definition 
has been elaborated upon elsewhere (66). This 
definition was followed in selection of the ma- 
terial in this report, as consistently as possible. 

The term “benign” as applied to bronchial 
tumors could obviously stand an attempt at 
definition, but since such a pursuit has baffled 
the best of minds, it was immediately abandoned. 
This matter, however, will be elaborated upon 
as the details develop. The reports were obvious- 
ly accepted for inclusion in the review at face 
value. Bronchial adenomas were not included 
in any detail because of the fact that they are 
not universally considered to be benign. 
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We return then to the scope of this review as 
being essentially a consideration of endobronchial 
tumors of mesenchymal origin with purported 
benign behavior. 

Tumors of this category are conceded to be 
rare notwithstanding the fact that a rather im- 
pressive number of papers dealing with them 
have appeared. The sources of material can be 
catalogued under rather broad but distinct head- 
ings, according to the manner in which the sub- 
ject is approached. This classification seems as 
important to the proper understanding and 
evaluation of the material as does the evolution- 
ary aspect referred to in the historical sketch. 

Thus, the literature on the subject is seen to 
be made up of: 

1. Original case reports. These above all 
others should be the most reliable and accurate. 
They are, nevertheless, subject to inaccuracies 
for some of the following reasons: 

a. The author is often not the endoscopist or 
operating surgeon who saw and dealt with the 
tumor directly. The information is, therefore, 
essentially second-hand insofar as the charac- 
teristics of the local growth are concerned (8, 17). 

b. The author may have been primarily in- 
terested in the clinical features of the case, omit- 
ting any detailed description of the tumor and 
accepting candidly a statement of histologic type 
or benignity (8). 

c. Reports are rendered on portions of tumor 
that were coughed up and may not include 
complete histologic appraisals (8). 

d. The reports are brief, laconic, and frequent- 
ly not well documented. If illustrations are used, 
they obviously support the histologic report. 
Idealized drawings rather than photomicrographs 
are sometimes reproduced (56, 24, 9, 103, 17). 

e. Follow-up information is not uniformly 
given and the original reports may follow closely 
upon the heels of the clinical experience (8). 

2. Reviews of the literature. Several such 
works are encountered, often accompanying the 
report of an additional case (81, 70, 91, 109, 76, 
107, 48, 23, 85). Unless these reviews are sub- 
jected to careful analysis, erroneous impressions 
can result. If such reviews are contrasted with 
other similar works, it becomes immediately ap- 


‘parent that they do not always coincide (Table 


I). The fact that two reviewers writing approxi- 
mately 1 year apart can arrive at such a strik- 
ingly divergent tabulation of the cases previ- 
ously reported in the literature is indeed very 
intriguing, but even more disconcerting is the 
fact that an entire class of tumor may be omitted 
from the tabulation of one of the writers. 
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As will become apparent later, these reviews 
can also be criticized on some of the following 
points: 

a. Implicit acceptance of the original reports 
as published. 

b. Excessive license in classifying some of the 
tumors previously reported. The clearest exam- 
ple of this seems to be in the case reported by 
Alstead in 1932. He labelled his tumor “‘A Simple 
Bronchial Neoplasm.” On histologic examina- 
tion it was made up of “fibroareolar tissue with 
a considerable amount of fat. Smooth muscle 
was also present in many parts.” In the review 
of the literature in 1938 (91) (Table I), it was 
tabulated as a leiomyoma. In the review in 
1939 (70) (Table I), it was included among the 
fibromas. A later review in 1946 (107) classed 
it among the hamartomas, which is no doubt its 
correct designation. 

Such variations in classification virtually re- 
quire an independent classification by each suc- 
ceeding reviewer. This could be done accurately 
only if the original pathologic material could be 
studied, which in all probability is now im- 
possible. 

3. Papers discussing some general aspect of 
thoracic disease, such as bronchial obstruction 
and its sequelae, in which references to tumors 
are made (9, 81, 90, 19). These often con- 
tribute little to our knowledge of specific tumors, 
but, as a chondroma or fibroma may be men- 
tioned, such examples are used to swell the 
lists of reported tumors. 

4. Textbooks. These include books on path- 
ology generally as well as bronchial or chest dis- 
eases particularly (39, 72, 57, 54, 12, 71). Specific 
entities, such as fibromas, lipomas, chondromas, 
are mentioned or shown in illustrations. Little 
pertinent information usually accompanies such 
references. Whereas this may not be criticizable, 
it is strongly suspected that it may lead to dupli- 
cation in reported tumors. This, when added 
to the fact that some of the original reports (8, 
17) were made by someone other than the bron- 
choscopist (who has also reported on endobron- 
chial tumors), greatly enhances the possibility 
of duplications at the hands of the reviewers. 

In addition to these more or less well defined 
criticisms of the literature, certain other incon- 
sistencies must be pointed out, because they all 
lead to a feeling of insecurity about accepting 
the data as published. 

The fact that there may have been great 
variability in the matter of histologic classifica- 
tion, either in the original reports or at the 
hands of reviewers, is disconcerting enough, but 
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to contemplate the possibility of actual inac- 
curacies in the original reports is truly disarming. 

One instance in which this possibility must be 
considered is found among the fibromas (8). 
The report concerns a 40 year old man who 
developed cough with fever, dyspnea and slight 
hemoptysis beginning January 1, 1927. He re- 
covered in 3 weeks. On March 5, after exertion, 
he again developed dyspnea. An opacity in the 
left base was discovered by means of x-rays, 
but this had disappeared in 3 weeks. On May 4, 
cough, dyspnea, and cyanosis occurred. A roent- 
genogram of the chest showed “massive collapse 
of the lower lobe of the left lung with atelectasis 
of the upper lobe.” For relief of the symptoms, 
a left pneumothorax was induced, but cough 
and hemoptysis recurred on absorption of the 
air after two refills and the patient spat up a 
pedunculated tumor alleged to have measured 
4 by 1.6 by 1.1 centimeters. This was reported 
as a “cellular fibroma.” At bronchoscopy there- 
after, a stump from which the tumor was sup- 
posed to have arisen was found to be obstructing 
one-third of the lumen 3 centimeters beyond the 
coryna in the left bronchus. The patient was 
considered well after further bronchoscopy. On 
September 18, 1927, cough and dyspnea returned 
and was accompanied by pulmonary collapse. 
The patient was relieved symptomatically by 
pneumothorax. At bronchoscopy on or about 
February 23, 1928, the left bronchus was again 
occluded by tumor. Thereafter repeated bron- 
choscopy was done until April, when the lung 
re-expanded. (The bronchoscopic operations 
were not done by the author and the method of 
management is not given.) Roentgen therapy 
was also given. Even though the bronchial lu- 
men was strictured to one-half of its original 
size, the final result was considered excellent. 

No criticism of the final result is intended by 
this reference because no doubt it was truly 
excellent by the standards of the time. It is to 
be pointed out, however, that this case was seen 
during 1927 and 1928 and the report was pub- 
lished in May of 1929, approximately 13 months 
after the last bronchoscopy. The manuscript 
was prepared some time before that. Thus, the 
period of recorded follow-up seems entirely too 
short to justify the inclusion of this case in the 
subsequent listings of benign tumors as has been 
done (70, 85) because the patient was a middle- 
aged man manifesting clinical and bronchoscopic 
evidence of rapid recurrence of a tumor which 
was considered to be “cellular.” 

Another and even more striking example of 
probable inadequate appraisal of a tumor in the 
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original report, as well as failure to correct this 
possible error so as to prevent its perpetuation 
down through the literature, also concerns an 
endobronchial fibroma. 

In 1927 Burrell and Trail published the brief 
original report (17). It concerns a young woman 
who had hemoptysis in May, June, and October 
of 1925. In May, 1926 she bled severely and 
then almost continuously for 18 weeks. Studies 
for tuberculosis were negative. A chest roent- 
genogram was said to be negative, although 
subsequent lipiodol studies “showed very clearly 
that a large bronchus was blocked.” The patient 
was bronchoscoped by Negus on December 9, 
1926, revealing a “solid new formation in the 
top of the left lower lobe bronchus, filling up the 
lumen.” The tumor was removed piecemeal and 
the bronchus was clean at subsequent bron- 
choscopies, recovery being considered complete. 

Interestingly enough, the opening statement 
of the original (1927) report reads: “A fibroma 
of the bronchus leading to severe hemoptysis is 
very uncommon and we think that the descrip- 
tion of a case may be of interest.” The reason 
this statement is interesting is because of the 
fact that at that time experience with endobron- 
chial tumors seemed to be so meager, at least as 
reflected in the literature (only 10 cases of endo- 
scopically removed tumors could be collected 
by Meyerson in 1928), and therefore a statement 
implying the lack of bleeding tendencies in fibro- 
mas does not seem justified. Lack of under- 
standing of endobronchial diseases in general 
(at least according to present day standards) is 
strongly suggested by the long period of time this 
patient was allowed to bleed before any endo- 
scopic maneuver appeared to have been under- 
taken to discover the cause of the bleeding. 

Except for these rather sweeping and assump- 
tive statements, this case seems innocent enough. 
The follow-up, however, is indeed startling and 
we find it in a discussion of the value of bron- 
choscopy in diagnosis and treatment before the 
Royal Society of Medicine just 10 years later in 
1937 (16). In this discussion, Burrell stated that 
Mr. Negus (who preceded Burrell as a discussant) 
had referred to a case of his. “The patient was 
a young woman who had hemoptysis; she had 
been in a sanatorium for 14 months, but no evi- 
dence of tuberculosis could be found. After the 
14 months in the sanatorium, lipiodol was put 
into the trachea and x-ray examination showed 
a blocked bronchus. Mr. Negus, on broncho- 
scopic examination, discovered a fibroadenoma 
which was the cause of the hemorrhage. He 
removed it, but several years after the opera- 
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TABLE I.—CONTRASTING TABULATIONS OF BE- 
NIGN ENDOBRONCHIAL TUMORS AS COL- 


LECTED FROM THE LITERATURE BY A RE- 
VIEWER IN 1938 AND ANOTHER IN 1939 
(BIBLIOGRAPHIC REFERENCES 91 AND 70, 
RESPECTIVELY). 








Tumor 





Adenoma 





Mucous Polyp 





Fibroma 





Chondroma 





Lipoma 





Mixed Tumor 


Unclassified 








Leiomyoma 





Lymphoma 





Osteoma 


Thyroid I 














Papilloma 3 





tion carcinoma of the bronchus developed and 
the patient died. Even the polypoid and ap- 
parently innocent growth might contain some 
malignant cells.” 

Since the original report in 1927 (17) was that 
of a fibroma and the tumor alluded to in 1937 
(16) was called a fibroadenoma, the question of 
whether they were from one and the same pa- 
tient must be raised. Supporting the suspicion 
that the same patient was concerned, attention 
should be called to the similarity of the clinical 
data supplied, sparingly enough, in both reports. 
More convincing information, however, is sup- 
plied by the discussion of Negus, which imme- 
diately preceded Burrell’s at the 1937 meeting 
(16). He says “Amongst the patients examined, 
a small proportion will be found with neoplasms 
of a type capable of cure. I have only two 
amongst 51 patients. ... One patient had a 
simple fibroma; she was well for 6 years, but then 
suffered from a fresh neoplasm of a different 
type. The other had an adenocarcinoma invad- 
ing the muscle of the bronchial wall, and in his 
case cure seems to be permanent.” 

Since Negus bronchoscoped Burrell’s case of 
fibroma and also Burrell’s case of fibroadenoma 
and Negus had only 2 cases of locally removable 
tumors in a series of 51 (one a fibroma and the 
other an adenocarcinoma with local extension), 
we must conclude that Burrell’s fibroma and 
fibroadenoma are one and the same case. Bur- 
rell’s statement, “Even the polypoid and ap- 
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parently innocent growth might contain some 
malignant cells” easily seems to imply a relation 
between the fibroma or fibroadenoma and the 
subsequent carcinoma. Negus states clearly that 
“a fresh neoplasm of different type” occurred. 
It would be most interesting to know if the 
fresh neoplasm also occurred in the left lower 
lobe bronchus or in some such relation to the site 
of the previously removed fibroma or fibro- 
adenoma. Certainly a “permanent cure” by local 
treatment of an adenocarcinoma invading the 
bronchial wall is very intriguing indeed. 

Such loose practices in the use of histologic 
terms which should be employed to classify tu- 
mors carefully seems a common occurrence in 
the writings on the group of tumors herein under 
consideration. 

A paper by Morlock and Scott Pinchin in 1935, 
reporting on g bronchoscopic observations, in- 
cludes 3 examples of hemangioendothelioma. 
Such an incidence of hemangioendothelioma does 
not seem to conform to the experience of others, 
nor does hemangioendothelioma seem to be a 
likely type of endobronchial tumor. These au- 
thors were actually emphasizing the fact that 
pathologists could and would easily disagree on 
the histologic classification and diagnosis of any 
given tumor. Such contention seems valid 
enough and subsequent reviewers are inclined 
to consider the so-called hemangioendotheliomas 
as examples of highly vascular adenomas (107). 
A review (91) in 1938 includes examples of hem- 
angioendotheliomas in the 51 adenomas listed 
(Table I). 

It is evident from this discussion of the litera- 
ture that great confusion seems to exist. Start- 
ing with an original case report, our confidence 
in the accuracy of the conclusions drawn is fre- 
quently profoundly shaken as we turn up dis- 
tracting bits of evidence. On the other hand, 
taking as a point of departure the tabulations 
of a reviewer, it is often extremely difficult to 
follow a given case in subsequent or previous 
reviews because it seems that often the tumors 
have changed their names. Most tiring and be- 
wildering has been the sleuthing required to 
confirm the suspicions herein elaborated upon. 
The preparation of an accurate list of the report- 
ed tumors, in my opinion, cannot be done unless 
the original material could be reviewed and the 
follow-up completed—benign tumors on review 
do not seem to have benign behavior, heman- 
gioendotheliomas seem to turn into adenomas, 
leiomyomas that were not originally considered 
leiomyomas turn into fibromas, and lipomas run 
the gamut through fibrolipomas to lipofibromas 
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to mixed tumors. The truth of the matter lies 
in the fact that examples of pure tumors, such 
as fibromas, lipomas, chondromas, are indeed 
rare, most of these mesenchymal tumors being 
of mixed or complex histologic composition. 


PATHOLOGY 


Numerous articles are encountered which deal 
with the general topic of bronchoscopic or bron- 
chographic examination in conditions of the res- 
piratory tract, for purpose of diagnosis or treat- 
ment (56, 24, 9, 103, 68). They emphasize es- 
sentially the possibility of clarifying some ob- 
scure clinical picture by bronchoscopic examina- 
tion and the eradication of symptoms by the 
removal of an endobronchial mass. They do 
not always contain much basic data or informa- 
tion and thus add little to our knowledge of the 
nature and behavior of tumors. One article (68), 
for example, provides a long case report describ- 
ing an endobronchial polyp and a mediastinal 
mass. Three polyps were removed and another 
was eventually coughed up. Finally, the medi- 
astinal mass disappeared. The causal relation 
between these two findings is in no way made 
clear and no adequate description of the bron- 
chial lesion is given. Such papers seem to con- 
stitute merely descriptions of clinical oddities, 
and leave the more orderly and inquisitive reader 
entirely ungratified in his quest for usable in- 
formation. Thus, however well such papers may 
have served to educate the medical profession 
on the effectiveness of bronchoscopy in finding 
as well as eradicating endobronchial pathology 
at the time they were published, they tend to 
add somewhat to the confusion already existing 
in the literature on the subject because of their 
repetitious appearance in the tabulations on 
endobronchial tumors prepared by subsequent 
writers. 

One theme is, however, recurrently pointed out 
by numerous authors and emphasizes a very 
important clinical concept concerning the limita- 
tions in the use of the term “benign” (4, 108). 
The Jacksons (53), in discussing benign tumorxs 
of the trachea and bronchi with special reference 
to tumorlike formations of inflammatory origin, 
state “the term benign is used in the title in its 
conventional sense and for the sake of simplicity. 
...A growth that causes death is not benign 
in the strictest meaning of the word, and an 
inflammatory hyperplasia shaped like a tumor 
is not histologically a neoplasm, but the clini- 
cian’s primary concern in tumorlike nonmalig- 
nant obstructions of the bronchi is the second- 
ary atelectasis, bronchiectasis, and pulmonary 
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abscess caused by obstruction to ventilation and 
drainage and how to get rid of the obstruction.” 

Alstead reported sudden death in a 68 year old 
man, presumed to have been due to a shift in the 
position of an endobronchial mass which resulted 
in suffocation, and comments on the fact that a 
“benign tumor” (histologically this tumor was 
composed of fibroareolar tissue, fat, and smooth 
muscle) killed the man very dramatically. 

Any endobronchial process capable of bring- 
ing about bronchial obstruction constitutes a 
definite hazard to health and to life itself, if un- 
controlled or uncontrollable, by virtue of its 
train of complications: atelectasis, retention of 
secretions, and pulmonary suppuration of vari- 
ous types such as localized pulmonary abscess 
or bronchiectasis. If this process is due to a 
neoplasm, regardless of its histologic appear- 
ance or capability to infiltrate surrounding struc- 
tures or metastasize, it can be and is a death- 
producing agent per se and is, therefore, malig- 
nant in the broad sense of the word. This dis- 
parity between the clinicians’ and the patholo- 
gists’ viewpoints in assessing malignancy is, of 
course, common knowledge and is in no way 
peculiar to the air passages alone. 

The inevitability of complications distal to a 
progressive bronchial obstruction seems to be 
generally granted, although the length of time 
the obstruction must persist or the degree of 
obstruction required for the production of irre- 
versible changes in the inadequately drained seg- 
ments does not seem clear. No dependable data 
can be gleaned from this review because all too 
often essential information is lacking. In cases 
studied at autopsy, for example, the presence 
of bronchiectasis cannot be accurately appraised, 
as might have been done by bronchography 
during life. Such vague statements as, ‘There 
was no naked eye evidence of bronchiectasis” 
(4) are sufficiently inaccurate that no definite 
conclusion can be reached. When bronchography 
was done in the course of a clinical investigation, 
attention often seems to have become centered 
on the demonstration of the obstruction rather 
than on the changes distal thereto. This was 
true particularly of the instances in which vir- 
tually complete obstruction was encountered, in 
which cases it would usually be impossible to 
appraise any changes distal to the obstruction 
because of failure of the lipiodol or other agent 
to get beyond it (9, 17, 35, 19). The presence 
of gross roentgenographic changes such as might 
be seen in atelectasis, diffuse suppuration, or 
abscess formation is usually recorded, as is that 
of gross changes recognizable by other methods. 
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Fig. 1. Schematic representation of the anatomic rela- 
tions of a benign endobronchial tumor and the bronchial 
pro (adapted from illustration in bibliographic reference 
107). 


Detailed descriptions of the tumors that have 
been reported are few and it is impossible to 
draw conclusions as to such points of interest 
as the manner of origin from the bronchial wall, 
the relation of the bronchial mucosa to the tu- 
mor, or the nature of the attachment of the 
tumor to the bronchial wall, whether sessile or 
pedunculated. 

Taking as typical the more complete descrip- 
tions, these tumors apparently arise from the 
bronchial wall superficial to the cartilaginous 
rings, or possibly from them in the case of 
chondromas or osteochondromas, and elevate the 
lining of the bronchus in their growth (Fig. 1). 
Thus, they should be covered uniformly by 
bronchial mucosa, but ulceration and secondary 
infection may modify this. They must arise at 
some point which will permit their growth to be 
unimpeded into the lumen; otherwise they 
would become extrabronchial tumors instead of 
endobronchial tumors. 

The rate of growth of these tumors cannot be 
determined, but after they fill the bronchial 
lumen, their rate of linear extension as meas- 
ured by the obstruction of additional lobar bron- 
chi may be impressively rapid (67). This can, 
no doubt, be accounted for by the molding of 
the tumor within the confines of the bronchial 
wall. Any increase in. size of the tumor must 
thereafter be expressed as linear extension along 
the axis of the bronchial lumen. Just how much 
pressure the bronchial wall can withstand under 
such circumstances is probably unknown, but 
one can speculate on the effect which such dis- 
tension might have on the sympiom picture. 
It should have the effect of altering respiratory 
reflexes just as any other stimulus which stretches 
the bronchus or produces increased intrabron- 
chial pressure might do. 
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HISTOPATHOLOGY 


In the light of the confusion in the literature 
that has already been alluded to, any detailed 
reports on many of the tumors appearing in 
tabulations seem useless. It is, in fact, difficult 
to establish a point of departure for any analysis 
of intimate detail. The more reliable and perti- 
nent details only can be considered. 

Fibromas. These tumors are easy to conceive 
as a reasonable endobronchial tumor arising from 
the fibrous tissue of the bronchial wall. Lind- 
gren listed 12 such cases, although 1 year pre- 
viously Pollock, Cohen, and Gnassi (91) had 
found only 8. Actually, it is difficult to count 
the cases of relatively pure fibromas on record 
because many of the reports contain little in the 
way of detail. The tabulations of reviewers gen- 
erally include the. “cellular fibroma” reported 
by Ashbury, which rapidly recurred, as well as 
the case of Burrell and Trail which was later 
referred to as a fibroadenoma. These can only 
be included with great reservation. The case 
of tumor reported by Alstead should likewise be 
omitted. 

It has been said (70) that fibromas constitute 
g per cent of benign endobronchial tumors, but 
I am at a loss as to how such a statistical de- 
duction came about, in view of the discrepancies 
mentioned. 

Lipomas. From the standpoint of histogenesis, 
such tumors, of which 10 examples seem to be 
recorded (95, 64, 58, 76, 109, 75, 106, 107, 53), 
are interesting. Intrigued by the occurrence of 
fat in endobronchial tumors as well as in lung 
tumors [occurring in more than one-half of the 
reported pulmonary chondromas (43) and more 
than one-half of the hamartomas of the lung 
(74)], Watts, Clagett, and McDonald under- 
took a study of the occurrence of fat in the 
human bronchi. They found fat to be present 
consistently in the bronchial wall in association 
with cartilage or bronchial glands. It disap- 
peared from those portions of the bronchial tree 
of which the branches were too small to contain 
cartilage. 

Thus, there seems to be no necessity to rely 
on any hypothesis involving metaplasia or al- 
tered development to explain the occurrence of 
endobronchial lipomas. 

The fat-containing tumors that have been de- 
scribed contain fat and varying amounts of fibrous 
tissue which is best considered as a supporting 
stroma, and no doubt they have been catalogued 
as lipomas, fibrolipomas, or mixed tumors. No 
reference to a malignant pattern of behavior 
in this class of tumor was found, 
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Chondromas. Since cartilage is an obvious com- 
ponent of the bronchial wall, chondromas seem to 
be a logical type of endobronchial tumor. Again, 
however, it seems that examples of pure chon- 
dromas are indeed very rare. Lindgren lists 9 
references to the subject in his review in 1939. 
Davidson reports what is apparently a pure chon- 
droma and also gives a bibliographical listing of 
previous reports. 

This tumor seems to be a favorite one to men- 
tion, and is found in the fleeting references of 
various textbooks as an example of an endo- 
bronchial tumor; however, when one digs into the 
material available little basic or pertinent data 
seem to turn up. It is nevertheless credited with 
being the first tumor to be removed endoscopically 
(39, 85) 

In this same vein, it should be mentioned that 
opinions regarding the potentiality of such tumors 
to assume a malignant pattern of behavior are 
conflicting. Attributed to Jackson is the opinion 
that ecchondromas and osteochondromas are 
prone to develop malignancy (35, 23). This is 
denied by other authors (107). 

The important point to be made here is that 
such opinions can be expressed accurately only on 
the basis of careful follow-up studies. No doubt 
such follow-up is done (particularly since chon- 
droma seems to be a tumor immediately included 
by virtually anyone writing on this subject), but 
it must be a purely personal experience because it 
certainly is not a matter of record available for 
all to examine. 

Deviating now from a consideration of pure 
types, this type of mesenchymal tumor seems 
prone to be of mixed histologic composition or to 
manifest various metaplastic or degenerative 
changes. If we adhere to a basic histogenetic 
concept for endobronchial tumors, such neoplasms 
as osteochondromas are explainable on this basis. 
This seems a more logical assumption than to 
attribute plenipotentiary faculties to adult mesen- 
chymal bronchial tissues. The other possibility 
is, of course, to consider these tumors as develop- 
ing from fetal remnants or bronchial anlage con- 
taining sufficiently immature cells to permit the 
development of such unexpected or bizarre tu- 
mors. Evidence to support such a contention is 
brought out particularly by Graham and Womack 
(40). If such embryonal remnants are the source 
of tumors of this nature, reference to them as 
benign must be made with great caution. If we 
try to keep them within some reasonable sem- 
blance of benign potentialities only, a metaplastic 
or degenerative change in cartilage or other basic 
mesenchymal tissue seems a much safer explana- 











tion of these vagaries. The truth is at present 
clouded, it seems, by much verbosity. 

Tumors of muscle. Smooth muscle would cer- 
tainly not be out of place in an endobronchial 
tumor. It was a component of the mixed tumor 
reported by Alstead (classed as a leiomyoma by 
Pollock, Cohen, and Gnassi), but a reported case 
of a pure type of leiomyoma has not been found 
as a definite endobronchial tumor. (A leiomyoma 
and a fibromyoma are listed by the Army Institute 
of Pathology (7)). Reporting on a primary bron- 
chogenic leiomyosarcoma, Randall and Blades 
found 6 records of tumors arising from muscle: 

1. Franco’s case was found at autopsy. The 
tumor was said to have measured 13 by 11 by 9 
centimeters in size and arose from the right upper 
lobe bronchus. On the basis of size it seems justi- 
fiable to question its endobronchial position under 
the terms of this review. It seems more plausible 
to consider it a pulmonary or peripheral tumor 
even though it may well have had a bronchial 
origin. 

2. Forkel’s case was not clearly endobronchial. 

3. Deussing’s case presented multiple tumors. 

4. Neuman’s case was considered “cancerous.” 

5. Brahdy’s report apparently concerned a fi- 
broleiomyoma located in the right lower lobe and, 
therefore, also not endobronchial. 

6. The case reported by Kramer was considered 
to be a myoblastoma. 

The occurrence of a tumor of striated muscle 
(myoblastoma) in the bronchus is startling, but 
2 cases are recorded (62, 63). The origin of the 
bronchial or lung bud from the embryo’s foregut 
which contains striated muscle has been offered 
as an explanation for such an occurrence (62, 107). 
Boyd, referring to myoblastomas in general, says: 
“Tt is by no means certain that these tumors arise 
from myoblasts, for they have been found in sites 
devoid of striated muscle as well as in the sub- 
stance of such muscle. . . . The tumor is usually 
benign, but malignant forms have been de- 
scribed.” 

Kramer’s case occurred in a young girl who 
required four bronchoscopies to eradicate the 
tumor from the right lower lobe bronchus. She 
was well at a 5 month follow-up. 

The case of Kraus, Melnick, and Weinberg 
occurred in a 48 year old man. The difficulty in 
arriving at a correct diagnosis in this case is illus- 
trated by a long history of unrelieved pulmonary 
suppuration. The patient died unexpectedly after 
a pulmonary resection. Autopsy was not per- 
mitted, but no evidence of metastasis was found 
in the resected specimen (upper and middle lobes 
only, because a lower lobe lobectomy had been 
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previously done at another hospital), which was 
described as follows: 

“The entire hilus was the site of an irregular 
patch of dense scar tissue 2 by 3 centimeters in 
dimension, in which were embedded the main 
blood vessels to the lobe. Attached to this scar 
tissue there was a large tumor mass which occu- 
pied the entire hilar area of the lung. The tumor 
was 6 by 5 by 34 centimeters in dimension. Most 
of the tumor filled and distended the main bron- 
chus of the right lung. It formed a rounded mass 
of which the surface was fairly smooth and well 
delimited. The mass, which was of firm consist- 
ency, protruded into the adjacent lung paren- 
chyma for a distance of 1.5 centimeters.” The 
tumor had broken through the bronchial wall. 
Therefore, it was undoubtedly an endobronchial 
tumor originally, eroding the bronchial wall sec- 
ondarily. (This may, of course, have also been the 
situation in the large tumor of smooth muscle 
reported by Franco.) Such a proposition does not 
seem unlikely in tumors of long standing. Histo- 
logically, three types of cells were described: (1) 
characteristic large cells which resembled un- 
differentiated striated muscle fibers, (2) clumps 
of elongated cells closely resembling smooth mus- 
cle cells, and (3) scattered large cells with ample 
cytoplasm containing an abundance of deeply 
eosinophile granules; these were not considered to 
be leucocytes, but more probably variants of cell 
type No. 2. 

Miscellaneous tumors. A wide variety of histo- 
logic terms has been applied to endobronchial 
masses. Many of these can undoubtedly be con- 
sidered as misnomers, others are simply different 
designations for a previously reported tumor (as 
already alluded to), while still others should 
probably best be assigned to manifestations of 
metaplastic or degenerative changes. Papillomas 
and polyps must also be mentioned. Admitting 
above and beyond these considerations that the 
apparent predilection of the mesenchymal group 
is to be of impure or complex histologic composi- 
tion, we are faced with a certain volume of data 
not easily classifiable. 

Angiomas, lymphangiomas, lymphadenomas, 
and hemangioendotheliomas are referred to, but 
completely satisfactory substantiation of them is 
not evident. It seems quite likely that they are 
examples of adenomas of a highly vascular pat- 
tern. This opinion seems to be gaining favor 
(40, 107). 

Worthy of further comment under this refer- 
ence to tumors of vascular origin is the case of an 
endobronchial endothelioma (52). This tumor 
was removed by peroral bronchoscopy in 1915. 
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(The report was read before the American Laryn- 
gological Association on May 10, 1916, at which 
time the patient was well at a 9 months’ follow-up. 
The report was published in 1917, at which time 
he had been well for 114 years). This tumor 
occurred in a 35 year old man. Symptoms had 
been present for 5 years. The mass, as illustrated, 
was pedunculated and lay in a dilatation of the 
bronchus intermedius just above the orifice to the 
middle lobe. It was removed by forceps by 
C. Jackson. 

Histologic sections (frozen) showed ‘“‘a very 
cellular structure which presents the general ap- 
pearance of an endothelial growth, although in 
some areas there are appearances that indicate 
epithelial origin. Nuclear changes are not marked, 
but the growth is so cellular and infiltrates the 
supporting tissues:in such a way as to suggest 
malignancy. Later examinations of paraffin sec- 
tions only confirms the original opinion.” 

Apparently doubting the benign character of 
the tumor, Jackson states, ‘‘... we know that re- 
currence is yet possible. In view, however, of the 
very great rarity of the case and the necessity for 
us all to be alert to the possibilities of diagnostic 
bronchoscopy, a longer delay in making this re- 
port seemed inadvisable.” It is interesting that 
this tumor is not clearly identifiable in the listings 
of benign bronchial tumors compiled by several 
reviewers (70, 91, 107, 109) including Patterson, 
who apparently was present as a consultant at the 
original bronchoscopy. Neither does it seem to be 
included in the listings provided by the Jacksons 
in the 1934 edition of their book (54). It is re- 
ferred to, however, by Meyerson. 

One report of a neurogenic tumor, a neuro- 
fibroma, is apparently available (7). 

The more clearly mixed tumors or references to 
such, as osteochondromas (35) and coral reef 
osteomas (53), can be considered as examples of 
hamartomas (an attitude likewise becoming more 
popular (107), or as examples of degenerative or 
metaplastic changes occurring in a more basic 
type of new growth. Myxomas may possibly be 
included in this category. 

Papillomas (83) and presumably the papillary 
fibroepitheliomas (the latter seems to be a loosely 
used term) are endobronchial phenomena of ob- 
scure nature. Papillary tumors are much more 
common in the larynx and recurrence there is 
common. The possibility that they may implant 
themselves in the lower air passages is suggested. 
In the larynx their behavior would tend to class 
them as neoplasms, but so little is known about 
their occurrence in the bronchi that their nature 
or significance seems to be indeterminate. 
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The polyps must be included because the liter- 
ature does so. Tumors they can be called, but no 
one seems ever to have considered them as neo- 
plasms. Their etiology or significance is in no way 
clear. The consensus seems to be that they are 
inflammatory in origin; consequently they have 
been designated as inflammatory or mucous pol- 
yps (53). The nature of the infection producing 
them has never been seriously speculated upon. 
The Jacksons (53) say, “being inflammatory, the 
natural inference is that they are due to infection, 
but the character of the infective agent that pro- 
duces this tendency to tumorlike formation has 
not yet been definitely identified.’’ Mechanically, 
it seemed to them possible that the respiratory 
motion of the bronchial tree might have some 
effect in molding inflammatory excrescences into 
tumorlike form. 

Interestingly enough, polyps seem to be en- 
countered less frequently now than in the past. 
Could earlier recognition, or better contro! of 
pulmonary infection be reducing their incidence? 


CLINICAL PICTURE 


The symptomatology produced by such tumors 
was vague, no doubt, in the minds of the older 
writers who encountered them principally as patho- 
logic curiosities at the autopsy table. It required 
a number of years for the mechanisms of bronchial 
obstruction, atelectasis, and suppuration to be 
understood by the majority of clinicians. During 
this time writers seemed to be emphasizing the 
diagnostic as well as the therapeutic advantages 
afforded by direct visualization of the bronchial 
tree. At the present time, knowledge concerning 
these various topics has become sufficiently com- 
monplace to obviate the necessity for presenting 
details of the clinical features at length. 

The clinical picture can be summarized by say- 
ing that the signs consist fundamentally of evi 
dence of bronchial obstruction, hemoptysis, or 
both. The degree of obstruction is obviously vari- 
able, and, depending upon the site of the obstruc- 
tion, the manifestations are variable. As the 
obstruction becomes complete, there will be ate- 
lectasis and probably in time the rest of the chain 
of events known to follow in its wake. If the de- 
gree of obstruction is minimal, it is possible that 
the only detectable sign will be a wheeze, best 
heard at the open mouth (53). 

Hemoptysis is frequently experienced by tu- 
mor-bearing individuals. The tendency to bleed 
seems to be a function of the vascularity of a par- 
ticular tumor rather than a function of its histo- 
logic type. The extent of ulceration is no doubt 
a precipitating factor. 
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This bleeding has been said to be sudden in 
onset, is unaccompanied by cough, and ceases 
abruptly. Streaking of the sputum following the 
hemoptysis was likewise said to be rare (103). 
In attempting to explain this peculiarity which 
might differentiate hemoptysis arising in bron- 
chial tumors from that due to other causes, it was 
postulated that bronchial spasm prevented the 
blood from gravitating beyond the tumor and, 
therefore, it could not appear later as old blood or 
blood-streaked sputum (103). This opinion is not 
generally confirmed or commented upon. There 
probably is no such simple way of making a differ- 
ential diagnosis of the causes for hemoptysis. 

Bleeding is, nevertheless, a symptom common 
to endobronchial tumors and has been recorded 
for fibromas and osteochondromas (8, 35), which 
would seem the less likely to bleed, if any of them 
might be so considered. 


TREATMENT 


Here again the evolution of medical thought 
must be taken into account. The earlier writers 
recognized endobronchial tumors only at the au- 
topsy table. Even though the more advanced and 
enterprising surgeons had conceived of a direct 
attack on the bronchi (110, 36, 6, 18, 22), the 
obstacles confronting them rendered this an un- 
controllable and highly hazardous approach for 
the management of foreign bodies. It undoubt- 
edly would have been even more forbidding in the 
event they had considered it for tumors. 

The introduction of bronchoscopy and the pro- 
gressively increased acumen in roentgenographic 
interpretation brought great accuracy to the field 
of diagnosis. Promptly thereafter the treatment 
of endobronchial tumors began to occupy fully 
the minds of surgeons capable of performing 
endoscopy. Logically, the approach was appar- 
ently the one of direct attack on the tumor 
through the bronchoscope. It is, however, a bit 
surprising that in Meyerson’s report published in 
1928, he listed only 10 neoplasms that had been 
removed bronchoscopically. If one dates the birth 
of bronchoscopy circa 1904, when C. Jackson com- 
bined the lighting principle of the Einhorn eso- 
phagoscope with the tube of Killian (50), a period 
of 23 years is covered by these few instances. 
These records were on the cases reported by von 
Eicken in 1907, Speiss in 1910, Jackson in 1915 
and 1917 (51, 52), Yankquer in 1920 (referred to 
by Wessler and Jackes, 108), Pfeiffer in 1920, 
Orton in 1924 (83), Jesberg in 1926, Zinn in 1927, 
Negus, reported by Burrell and Train in 1927 
(17). The tumors were classified histologically in 
the above order as: enchondroma, fibrous poly- 
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poid tumor, fibroma, endothelioma, fibroma, fi- 
broma, carcinoma, polyp, fibroma, fibroma. It is 
interesting that more carcinomas are not included 
by some enterprising operator in an attempt to 
re-establish the bronchial airway as a palliative 
measure, since at that time no other approach to 
management of bronchogenic malignancies had 
been formulated. No doubt many carcinomas had 
been inspected during this period of time (78). 
These endoscopic maneuvers often required re- 
peated bronchoscopies and the tumors were fre- 
quently removed piecemeal. Supplementing re- 
moval by forceps, electrocoagulation of the tumor 
was employed for the control of bleeding as well 
as for destruction of any remaining pedicle. 

Roentgen therapy has been used, but details of 
dosage or specific effect are lacking. Tumors such 
as have been considered in this review could 
hardly be expected to respond favorably to irra- 
diation. Nevertheless, it was used as indicated by 
Ashbury’s report, for a “cellular fibroma.” Im- 
plantation of radon has likewise been used ef- 
fectively in reducing vascular tumors identifiable 
as, or confusable with, adenumas (79, 107). 

With the development of improved techniques 
in pulmonary resection within the past 10 years, 
this approach has had increasing applicability, 
particularly when pathologic changes in the lung 
segments distal to the bronchial tumor were 
known to be present and advanced, or when the 
tumor was not satisfactorily manageable by endo- 
scopic means. 

After the discouraging experience with a direct 
surgical attack on endobronchial obstructions by 
foreign body during the early part of this century, 
some interest has been revived in an open opera- 
tion on the bronchi as a means of eradicating 
endobronchial tumors, at the same time avoiding 
sacrifice of lung substance (28, 38, 10, 37, 67). 

The tumors removed at open bronchotomy by 
Eloesser and by Bigger were finally classified as 
carcinomas, and the references by Goldman (38, 
37) would suggest that this approach had been 
used in the management of bronchial adenoma. 
Such an approach is obviously limited in its ap- 
plicability, as pointed out by Langston and Fox 
(67), who state: ‘The idealized indication for 
bronchotomy in the relief of neoplastic bronchial 
obstruction would involve a benign pedunculated 
tumor, not manageable endoscopically, obstruct- 
ing a stem bronchus without irreversible lung 
damage distal to it.” 

Thus, as most of the tumors under consider- 
ation in this review are ostensibly benign, they 
can be attacked directly by endoscopic means. If 
perchance their removal in toto is not feasible by 
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this approach or if there is sufficient damage to 
the lung beyond the obstruction, a pulmonary 
resection is the treatment of choice (107). There 
seems to be little evidence that tumors such as 
fibromas, chondromas, lipomas, or those contain- 
ing various combinations of these elements, will be 
materially affected by any therapy other than 
extirpative. The tumors containing a narrow 
pedicle are, of course, the most ideally suited for 
local resection. Sessile tumors or those arising 
from deep within the bronchial wall may require 
pulmonary resection for complete eradication. 


RECAPITULATION 


An attempt has been made to review critically 
the material available on benign endobronchial 
tumors. Whereas this can be said to have been 
done on several occasions previously and a large 
number of papers have been published on such 
tumors, specific and clearly accurate information 
seems disappointingly meager. This is true to- 
day to a great extent because of the advances 
that have been made in diagnosis as well as 
management of chest diseases (2). Thus, the 
present day reviewer is interested in many as- 
pects of the clinical and pathologic problem pre- 
sented by endobronchial tumors that earlier writ- 
ers were not particularly concerned about and, 
therefore were omitted from their reports, were 
not considered, or sometimes could not be ap- 


praised correctly. Early, they were concerned 
with recognizing an endobronchial tumor as a 
pathologic curiosity; later it was a demonstra- 
tion of diagnostic skill in elucidating a clinical 
problem. Eradicating the tumor was a triumph 


of therapeusis. Now that the recognition of 
endobronchial tumors in the living patient and 
the management of them by endoscopic means 
has become relatively commonplace, we are in- 
terested in many more details than before. This 
will no doubt be true of subsequent reports 
appearing in the literature, because future writ- 
ers will concentrate less upon the mere presence 
of an endobronchial tumor and more on its de- 
tailed histologic pattern, its mode of origin or 
attachment to the bronchial wall, as well as on 
the sequelae of the complete or partial bronchial 
obstruction, as the case may be. Also, it is hoped 
that reports of such tumors that have been 
recognized and treated will appear, dealing in 
an objective way with long-term results. All 
of these deficiencies in the available literature 
produce a sense of insecurity or incompleteness 
in the mind of critical readers. This is true 
particularly when one finds allegedly complete 
bibliographic references which are in conflict 
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with previously compiled lists of similar nature, 
but even more so when the listings contain prob- 
ably erroneous data. 

To fulfill properly the scope implied by the 
title of this review has not been easy because 
it is difficult to set accurately the limits of 
definition for an endobronchial tumor. Likewise, 
as is obvious from the brief references made to 
the class of tumors called bronchial adenomas, 
the definition of benignity is in a strict sense im- 
possible. For practical purposes, interest has 
centered around tumors arising from the major 
branches of the bronchial tree and projecting 
into the lumen of the bronchus, the histologic 
features of which have been compatible with 
benign behavior. These criteria have been in- 
terpreted in their conventional sense, without 
any sense of pedantry. 

The basic material is not extensive. The re- 
ports of tumors fulfilling these criteria are sur- 
prisingly few, and the tumors reported are es- 
sentially of mesenchymal origin. The examples 
of tumors composed of a single histologic ele- 
ment (exclusive of its stroma or covering) are 
even less common, it being indeed far more 
probable that admixtures of more than one ele- 
ment are the rule. 

The clinical picture presented by these cases 
is basically that of some degree of bronchial ob- 
struction usually (but not necessarily), associ- 
ated with blood spitting. 

The diagnosis can be suspected on clinical or 
x-ray examination, but is made by bronchoscopic 
examination and histologic study of tissue ob- 
tained by biopsy or (as among the earlier reported 
cases) of portions of tumor that had been coughed 
up. The adequacy with which the microscopic 
examination is carried out is of utmost import- 
ance in avoiding improper classification of the 
tumor and possibly the exhibition of inadequate 
treatment. 

The complications of endobronchial tumors 
are those of bronchial obstruction. These may 
include even sudden death by suffocation if a 
pedunculated tumor should perchance dispose 
itself in such a way as to block both bronchi, 
but, as is more commonly the case, they produce 
a succession of morbid changes in the lung distal 
to the point of obstruction: retention of secre- 
tions, atelectasis, pulmonary suppuration in the 
form of pneumonitis, lung abscess or bronchiec- 
tasis, empyema, and metastatic septic processes. 

Treatment is directed to (1) relief of the bron- 
chial obstruction and (2) correction of the changes 
in the lung distal to the tumor. The actual 
method of treatment employed is decided by 
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(x) the location and nature of the tumor, and 
(2) the extent of the lung changes present. If 
the tumor is accessible by endoscopy and is con- 
sidered benign, its removal by this direct ap- 
proach is justified. After its removal by forceps, 
with or without electrocoagulation, a careful ap- 
praisal of the adequacy of such removal as well 
as of the extent and nature of the changes in 
the portions of lung distal thereto should be 
made. 

If the tumor is not accessible for endoscopic 
removal, or advanced and irreversible changes 
are known to be present in the lung distal to 
the tumor, resection in the form of pneumonec- 
tomy or lobectomy is indicated. Certainly this 
is the treatment of choice for tumors of which 
the histologic appearance is not clearly com- 
patible with benign behavior. 

Implantation of radon seeds has been used to 
bolster confidence in the adequacy of endo- 
scopic removal and possibly to reduce the vascu- 
larity of other tumors, but its efficacy in the 
benign tumors of mesenchymal origin herein con- 
sidered seems questionable. A direct approach 
for removal of an endobronchial tumor by bron- 
chotomy has been described, but its field of 
applicability is undoubtedly limited. Its per- 
formance is noteworthy as an achievement in 
anesthesia and in control of postoperative com- 
plications. 

It is probably not possible to go back and re- 
view in any complete way the original material 
upon which some of the earlier reports were 
based, but it does seem pertinent to enter a plea 
that in the future more accurate and complete 
classifications of such tumors be undertaken, 
that their pathogenesis arouse more curiosity, 
that the changes secondary to their presence 
be looked into more fully, and last, but not 
least, their true pattern of behavior be faith- 
fully described. 

We are, no doubt, coming to a more properly 
balanced sense of proportion in this regard as 
the novelty and glamour of endoscopy fade into 
mere routine and the acumen of basic clinical 
diagnosis sharpens. This changing pattern of 
interest is fascinatingly revealed as the articles 
on endobronchial tumors are reviewed. 


SUMMARY 


Endobronchial tumors may be defined as tu- 
mors arising from the bronchial wall and pro- 
jecting into the bronchial lumen as they grow. 

On the basis of histogenesis, these endobron- 
chial tumors may be classified into epithelial 
and mesenchymal types. 
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The epithelial tumors are by far the most 
common and are preponderantly malignant. 
Even the tumors catalogued under a benign 
heading (adenoma) are subject to serious sus- 
picion. 

A few malignant mesenchymal tumors (sar- 
comas) have been reported, but it is the group 
of endobronchial tumors of mesenchymal origin 
and benign histology that medical writing has 
in effect designated as reliably benign. Critical 
appraisal of this mass of literature, however, 
reveals it to be confused, laconic, and even at 
times possibly inaccurate, casting an aura of 
skepticism around the behavior pattern of some 
of these tumors. They are prone to be of com- 
plex histologic composition and do not seem 
to merit our guileless trust. 

Even though it is within this category that 
one may reasonably expect to find an example 
of a truly local and benign endobronchial neo- 
plasm, each example demands a complete ap- 
praisal of its behavior potentialities if we are 
to heed the sad admonition voiced by Burrell 
(16): “Even the polypoid and apparently inno- 
cent growth might contain some malignant 
cells.” 
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Essay on the Classification and Diagnosis of Cranial 
Rarefactions (Essai de classification et de diagnos- 
tic des lacunes craniennes). LuctrEN LEGER and 
Epovarp Wirzic. Helvet. chir. acta, 1950, 17: 109. 


For the classification of cranial rarefactions, the 
authors have adopted the following: 
I. Congenital cranial rarefactions 
II. Acquired cranial rarefactions 
A. Traumatic 
B. From local causes 
1. Infectious 
a. Tuberculosis 
b. Syphilis 
c. Mycotic osteitis 
d. Typhoid osteitis 
e. Chronic osteomyelitis 
. Neoplastic 
a. Benign 
(1) Chondroma 
(2) Angioma 
(3) Lymphangioma 
(4) Myeloplastic 
(5) Eosinophilic granuloma 
b. Malignant 
(1) Osteosarcoma 
(2) Reticulosarcoma 
(3) Plasmocytoma 
c. Cystic 
(1) Essential 
(2) Epidermoid or dermoid cyst 
(3) Hydatid 
C. From general causes 
1. Osteitis of metabolic origin 
a. Recklinghausen’s disease 
b. Paget’s disease 
c. Albright’s syndrome 
d. Osteodystrophy of chronic nephritis 
e. Genuine fibrocystic osteitis 
2. Osteitis from intraosseous proliferation 
a. Cholesterinosis 
(1) Hand-Schueller-Christian disease 
(2) Schueller’s second disease 
b. Nonlipoid reticuloendotheliosis 
c. Hodgkin’s disease 
d. Histiomonocytic reticulosis 
3. Neoplastic 
a. Myeloma 
b. Metastatic carcinoma 
c. Lymphosarcoma 
d. Secondary tumors of contiguity 
Cranial rarefactions of congenital origin can be 
diagnosed at birth or shortly thereafter by clinical 
findings in conjunction with roentgenography if the 
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infant has not been the victim of obstetrical trauma. 
The lesions are always associated with other mal- 
formations such as meningocele, myelomeningocele, 
and hydrocephalus, and are usually symmetrical. 

Traumatic rarefactions have been noted following 
surgical interventions and at birth following the 
application of obstetrical forceps, or they may result 
from infectious osteitis complicating an open or 
closed fracture. The pathogenesis is often obscure, 
but the history and the presence of a skin cicatrix 
may establish the traumatic origin. Rarefactions 
due to infection are diagnosed by direct examination 
or by bacteriologic study. Syphilitic lesions are 
accompanied by hyperostosis. The diagnosis of 
neoplastic types depends finally upon histologic 
examination. 

For the large group of rarefactions that develop 
from general causes under the influence of humoral, 
metabolic, or metastatic processes, the diagnosis 
depends upon the history, local symptomatology, 
general physical examination, laboratory studies 
especially of the blood and urine, roentgenography, 
and, where indicated, biopsy. 

Laboratory findings of significance are: the serol- 
ogy, eosinophilia, hyperleucocytosis, hypophos- 
phoremia, hyperphosphatemia, hypercalcemia, hy- 
percalciuria, uremia, hypercholesterinemia, album- 
inuria, cylindruria, and albumosuria, as well as bac- 
teriological studies, either direct or by culture. 

Roentgenography of itself often provides the diag- 
nosis. Certain images are in effect pathognomonic, 
for example, the worm-eaten skull for syphilis; the 
aspect of the sun’s rays, the beehive appearance, or 
the effect of the setting sun for angiomas; the signs 
of Beck and of Cushing for cysts, and the dappled 
or leopard-spot appearance for myelomas. 

Joun L. Linpgutst, M.D. 


EYE 


Plastic Surgery of the Eyelids. Freprerick A. Fict. 
Plastic & Reconstr. Surg., 1950, 5: 403. 


The difficulties presented by plastic surgical prob- 
lems involving the eyelids are readily appreciated 
when the delicate anatomy of these structures and 
its relation to their proper function are considered. 

Abnormalities of the eyelids, requiring plastic 
correction, may be congenital or acquired. Among 
the former are colobomas, epicanthus, and ptosis. 
Certain benign neoplasms, especially pigmented ne- 
vi, neurofibromas, lymphangiomas, and various 
types of hemangiomas often are present at birth. 
The acquired lesions include lacerations, ectropion, 
entropion, ptosis, epicanthus, redundancy of the 
skin and subcutaneous tissue, and partial or com- 
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plete loss of the eyelids. Ectropion may be due to 
thermal burns and other types of trauma, actino- 
dermatitis, paralysis of the facial nerve, surgical 
removal of neoplasms, chronic inflammation, and 
senile changes. At times it is due to traction of scars 
in adjacent regions even though the eyelids them- 
selves are intact. Partial or total loss of the eyelids 
may be traumatic, or may result from removal of 
neoplasms. 

Coloboma or vertical cleft of the eyelid often is 
limited to a small defect in the palpebral border but 
it may extend entirely through the tarsal plate. 
Small defects are readily corrected by paring and 
directly approximating the margins. However, if 
the fissure involves more than a third of the lid, this 
procedure may not be feasible. In this event a flap 
consisting of the full thickness of the eyelid may be 
rotated downward and drawn transversely, or a 
rectangular flap from one border may be dovetailed 
into a bed of corresponding size on the opposite side. 
These procedures at times must be supplemented by 
canthotomy, the relaxing incision curving laterally 
and upward through the outer canthus. 

Blepharoptosis or drooping of the upper eyelid 
results from impaired function of the levator palpe- 
brae muscle. The congenital type often is associated 
with epicanthus and shortening of the palpebral 
fissure and usually is bilateral, while the acquired 
type more often is unilateral since it is due to direct 
injury to the levator muscle or to paralysis of the 
oculomotor nerve. When the condition is marked, 
the lid hangs down over the pupil and obscures vi- 
sion; in order to see, the patient overexerts the 
frontalis muscle and at the same time holds the head 
well back. 

The procedure of Motais results in good function 
when paralysis of only the oculomotor nerve exisis, 
while that utilizing the action of the frontalis muscle 
is preferable in the majority of cases of congenital 
ptosis and in those associated with trauma, especially 
when some degree of traction is necessary to elevate 
the lid. This latter operation consists of inserting 
from one to three narrow strips of fascia lata through 
an incision approximately 1 cm. in length immedi- 
ately above the midportion of the brow to form slings 
which unite the frontalis muscle with the lower por- 
tion of the tarsal plate. It is essential to have the 
slings produce uniform traction and to guard care- 
fully against overcorrection of the ptosis. Uneven 
tension produces angulation of the lid margin; over- 
correction may be followed by exposure keratitis and 
corneal ulceration. The results of correction in these 
cases generally are highly satisfactory both with 
regard to function and appearance. 

Epicanthus or the presence of a fold of skin 
partially or completely covering the inner canthus 
usually is congenital but it may be traumatic. Cor- 
rection of the epicanthus is most effectively done by 
a series of “Z or V-Y plastics” or by excising a 
semilunar portion of skin and subcutaneous tissue 
from either side of the root of the nose, and multiple 
notching of the posterior border of the wound. 
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Canthotomy at the external canthus is carried out 
subsequently for the shortened fissure. 

Benign neoplasms often produce pronounced de- 
formity of one or both eyelids. Most commonly 
encountered are hemangiomas, pigmented moles, 
neurofibromas, and lymphangiomas. These may be 
well localized so that simple excision alone is re- 
quired. However, frequently they are extensive and 
involve not only the upper and lower lids but the 
adjacent facial structures and scalp as well, and 
produce such severe deformity that plastic repair is 
extremely difficult. Cavernous hemangiomas of the 
eyelids and adjacent structures are most effectively 
treated with radiation during the first year of life. 
Implantation of radon seeds combined with radium 
packs produces the best results. For lesions seen 
later in life electrocoagulation may be used cau- 
tiously, or injections of a sclerosing solution may be 
tried, although if the vascular communication be- 
tween the tumor and the systemic circulation are 
free, as is usually the case, the drug is likely to be 
diffused too rapidly to be effective. As these exten- 
sive vascular tumors shrink after therapy, the eye- 
lids usually shape up well and function normally, 
and if treatment has been judiciously applied, the 
eye is not likely to be injured by it. 

Pigmented moles about the eyelids may range in 
size from a few millimeters in diameter to extensive 
growths covering not only these structures but also 
a large part of the rest of the face. Color may range 
from flesh pink to dark brown or black. The surface 
may be smooth and nonelevated or greatly thick- 
ened, roughened, wrinkled or mammillated, and cov- 
ered with coarse hair. Localized lesions are readily 
removed by electrocoagulation, or they may be ex- 
cised with a wedge of tissue, but extensive growths 
are often difficult to deal with. When the possibility 
of malignant change cannot be definitely determined 
without careful microscopic study, excision of the 
entire lesion in one stage is advisable. Immediate 
plastic repair usually is possible and should be 
carried out if feasible. This may entail the use of a 
pedicle flap from an adjacent area together with a 
free skin graft or possibly a mucous membrane 
graft. Extensive benign moles should be replaced 
with moderately thin dermatome grafts, or it may be 
possible to remove them with less scarring by mul- 
tiple-stage excision. 

Entropion or inversion of the palpebral margin, 
resulting in irritation of the cornea by the cilia and 
due to senile changes, usually is readily corrected by 
excision of an ellipse of skin and subcutaneous tissue 
from the outer surface of the eyelid. At times this 
ellipse must extend through the tarsus in order to 
relieve the condition completely. When the condi- 
tion is due to scarring of the conjunctiva, insertion 
of a graft of skin or preferably of mucous membrane 
to restore the lining of the eyelid will be required. 

Ectropion or eversion may affect the upper or 
lower eyelids, or both, and may be partial or com- 
plete. Its cause may be (1) cicatricial contraction 
on the cutaneous surface, (2) chronic conjunctivitis 
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and blepharitis associated with hypertrophy, (3) 
senile changes in the soft tissues, (4) paralysis of the 
facial nerve and (5) spasmodic contraction of the 
marginal portion of the orbicularis oculi muscle. 
Only ectropion associated with one or another of 
the first four groups of lesions is likely to require 
surgical correction. Senile ectropion usually can be 
overcome by the simple expedient of producing a 
horizontal series of cautery perforations with the 
diathermy electrode or galvanocautery through the 
conjunctival surface into the tarsus. Eversion due 
to conjunctival inflammation and hypertrophy will 
require excision of the redundant tissue and possibly 
uniting the free borders of the lateral portions of 
the lids. 

Cicatricial ectropion may result from thermal 
burns or from removal of neoplasms about the 
cutaneous surface of the lids or the cheeks and nose 
by operation, escharotics or radiation. In recent 
severe thermal burns the condition usually can be 
obviated by early skin grafting. Immediate repair 
after removal of extensive superficial neoplasms is 
desirable for the same reason. However, if tumors 
of the face are highly malignant or fixed to the bone, 
plastic correction must be delayed until there is 
reasonable assurance that recurrence will not take 
place. In such cases the wound should be thoroughly 
cauterized and left open so that any recurrence will 
be recognized promptly. Areas of actinodermatitis 
that have not undergone extensive malignant change 
should be excised and repair carried out at the same 
time. If cicatricial ectropion is of slight degree, there 
may be spontaneous correction as the cutaneous 
scarring relaxes either naturally or after radiation 
therapy. When the condition persists, lengthening 
of the vertically shortened cutaneous surface of the 
lid or cheek is required. If the eversion has not been 
too pronounced, surgical correction will entail merely 
freeing of the scar which is producing traction and 
the application of a graft of thin, hair-free skin from 
the upper eyelid of the opposite side, the postauricu- 
lar region, the prepuce or the inner surface of the 
arm. Although full-thickness grafts from these sit- 
uations are preferable since they shrink less, thin 
dermatome grafts from other sites may be used. 
When the ectropion is pronounced and especially 
if it has existed for more than a few months, the 
mere restoration of the cutaneous surface by use of 
a skin graft will not afford adequate correction be- 
cause of the relaxation and stretching of the palpe- 
bral border and the orbicularis muscle. In this event 
the lid margin must be shortened by excision of a 
wedge of tissue from the lateral part prior to applica- 
tion of the skin graft. In some cases it is also ad- 
visable to perform partial blepharorrhaphy to close 
the outer part of the palpebral fissure. In addition, 
bringing the medial and lateral extremities of the 
graft well above the inner and outer canthi will 
lend further support and help hold the lid up in 
normal position. 

Ectropion associated with facial paralysis is im- 
proved considerably by partial blepharorrhaphy com- 
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bined in some instances with removal of a wedge 
from the lateral part of the lid. However, insertion 
of a sling of fascia lata to unite the temporal muscle 
of the same side with the frontalis muscle of the 
opposite side will overcome the drag of the relaxed 
tissues and impart a degree of movement to the lid. 

In our experience partial or complete loss of the 
eyelids most commonly results from surgical removal 
of malignant tumors. It may be due to burns, to 
accidental trauma of other types, or to radiation 
therapy. When:it is due to removal of benign neo- 
plasm, immediate repair usually is feasible, as al- 
ready noted, but in cases of malignant lesions, imme- 
diate repair is advisable only if the pathologic proc- 
ess is well localized. Excision of a V-shaped segment 
as commonly performed for the eradication of epi- 
theliomas of the lower lip is equally effective in deal- 
ing with similar lesions of limited extent involving 
the eyelids. This fact does not seem to be generally 
appreciated, for such growths commonly are electro- 
coagulated or treated with radiation. 

At times during the removal of an extensive 
epithelioma involving a portion of the eyelids as 
well as adjacent structures, the author has found it 
decidedly advantageous to draw the palpebral rem- 
nants over the globe and suture them to the margin 
of the wound. This affords an excellent protective 
dressing for the eye during the period of waiting to 
determine whether the lesion will recur. In addition, 
it preserves and stretches the remaining portions of 
the lids which would otherwise contract down to such 
an extent as to be of little use for plastic repair later. 
Correction of the operative defect is thus rendered 
much easier. In the case of malignant lesions about 
the internal or external canthus which necessitate 
sacrifice of a third to a half or more of both eyelids, 
the severed ends of the lids are rotated to permit 
suturing them together as far back as possible. They 
invariably heal promptly but primarily they tend to 
buckle considerably so that the new canthus often 
stands out prominently rather than lying in contact 
with the globe. As the wound resulting from removal 
of the malignant tumor heals, the scarring gradually 
draws the united remnants of the lid laterally or 
mesially depending on the part sacrificed. As this 
occurs, the distorted lids flatten out against the eye- 
ball and the shortened palpebral fissure may stretch 
sufficiently to approximate its normal length. At 
the end of 6 months to a year canthotomy can be 
done if indicated. This produces an infinitely better 
reconstruction than is possible with the use of a lined 
pedicle flap. 

The conjunctival lining, when lost, has often been 
replaced with free skin grafts. These frequently 
serve satisfactorily for a time but their natural des- 
quamation and their harsh roughened surface tend 
to produce severe corneal irritation and in some 
instances ulceration. As a result it often becomes 
necessary to replace them with grafts of mucous 
membrane. These are best obtained from the inner 
surface of the cheeks or lips but they may be secured 
from the vagina. They are difficult to handle be- 














cause of their tendency to shrink and fold especially 
when cut thinly, which is essential. The graft is 
applied to the lid by making it adhere with mastisol 
(mastic in benzene) to the surface of a properly 
shaped, perforated, paraffin-coated, thin lead plate. 
This plate in turn is held snugly in the palpebral 
wound by passing fine (silk) sutures through its 
perforations and through the depth of the wound to 
the cutaneous surface where they are tied over 
sponge rubber. These mucous membrane grafts 
usually take well, and the corneal irritation pre- 
viously present generally subsides promptly. Be- 
cause of the ill effects so commonly seen after skin 
grafts in the conjunctival sac, the advisability of 
using mucous membrane grafts primarily should al- 
ways be given serious consideration. 

Contraction of the socket may result from various 
types of trauma, from removal of malignant tumors 
by surgical procedures or radiation and from undue 
inflammatory reaction following enucleation. The 
condition varies from slight adherence of the lids 
to the underlying structures to complete obliteration 
of the conjunctival sac. In some instances there is, 
in addition, union of the lid margins throughout 
their length. In all cases of contraction of appreci- 
able degree, retention of an artificial eye is impossi- 
ble and correction for cosmetic reasons is desirable. 

Dilatation by the use of successively larger plastic, 
metal, or glass forms may be employed if the con- 
tracture is not too pronounced. Generally the use 
of skin grafts to restore the lost lining is unsatisfac- 
tory because of the difficulty of cleansing adequately, 
and the resultant odor. However, because of the 
impossibility of securing mucous membrane for cor- 
rection, skin grafts must be employed at times. In 
cases in which adequate removal of a malignant neo- 
plasm has necessitated exenteration of the orbit, 
sacrifice of considerable portions of the eyelids, and 
leaving a large perforation into the nose or the ac- 
cessory sinuses, it is impossible to restore even a 
semblance of normal appearance by plastic correc- 
tion. In this event, repair of the defect with a flap 
lined with a skin graft which entirely obliterates the 
orbit, and having the patient wear spectacles with 
a frosted lens or a goggle is decidedly preferable. 


Osmotic Pressure of the Extraocular and Intra- 
ocular Fluids. A. J. ScHAEFFER. Arch. Ophth., 
Chic., 1950, 43: 1026. 


The degree of electrolytic dissociation must be 
considered in estimating osmotic pressure. A sodium 
chloride solution has 1.8 times as great an osmotic 
activity as an equimolar solution of a nonelectrolyte. 

Using an extremely sensitive test, Schaeffer found 
that the lacrimal fluid is isosmotic with 0.9 per cent 
sodium chloride, with only minor variability. Col- 
lyriums should be adjusted to this isotonicity, al- 
though a variation corresponding to 0.6 per cent, 
1.3 per cent sodium chloride, is well tolerated. The 
concept that tears are isosmotic with 1.4 per cent 
sodium chloride, though generally held, is definitely 
in error. 
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The osmotic activity of the aqueous is similar to 
that of the tears, both being slightly higher than the 
blood, which averages that of 0.86 per cent sodium 
chloride. There is consequently no evidence that 
active fluid movement is maintained into, from, or 
through the cornea by osmotic forces. 

James E. LEBENsouN, M.D. 


The Role of Ascorbic Acid in Corneal Vasculariza- 
tion. F. W. CAmpBELL and I. D. Fercuson. Brit. 
J. Ophth., 1950, 34: 329. 

A standard heat injury 1 mm. in diameter was 
produced on the corneas of scorbutic and nonscor- 
butic guinea pigs. Blood vessel invasion of the 
cornea followed the injury with a significantly great- 
er frequency in the scorbutic group than in the con- 
trol group. Under the conditions of the experiment 
the greater incidence of vascularization in the scor- 
butic group was not due to the longer time required 
for epithelial healing. It is suggested that repair of 
an injury makes additional metabolic demands 
which cannot be adequately met in scurvy. As a 
result, metabolites accumulate and evoke by some 
means, not fully understood, vascular invasion of 
the corneal substance. Frank W. NEwELL, M.D. 


Healing Serpiginous Ulcer of the Cornea by Total 
Conjunctival Hooding. A. Mixtés. Brit. J. 
Ophth., 1950, 34: 335. 

Total hooding of the cornea with the conjunctiva 
has been used by the author in more than 100 cases 
of serpiginous ulcer. It is recommended immediately 
in severe cases, and in the incipient or moderately 
severe cases if conservative measures fail. 

The eye is anesthetized with pontocaine topically, 
and procaine is injected subconjunctivally. The con- 
junctiva is circumcised along the limbus and is 
undermined together with Tenon’s capsule as far as 
the superior fornix until the cornea can be covered by 
the prepared flap without tension. Three catgut 
sutures are placed through the upper portion of the 
flap and then through the sclera inferiorly, and the 
conjunctiva below. Firm anchorage of the con- 
junctiva to the sclera characterizes the procedure. 
Prior to tying the sutures the ulcer is curetted and all 
necrotic material removed. Postoperative treatment 
includes penicillin and foreign protein systemically 
and mydriatics locally. 

If the eye is pale and quiet the hood may be re- 
moved 8 to 12 weeks after the operation. Too early 
removal of the flap may be followed by a renewed 
inflammation and hypopyon. The hood is easily de- 
tached from the cornea and adheres only at the site 
of the ulcer. The superfluous conjunctiva superiorly 
is separated from Tenon’s capsule and attached to 
the limbus above by a suture. 

Subconjunctival injection of penicillin is unsuc- 
cessful in severe cases of serpiginous ulcer and com- 
plicates the total hooding procedure; however, sys- 
temic administration of penicillin after hooding may 
bring adequate amounts of the antibiotic to the area 
to control infection. Frank W. NEWELL, M.D. 
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Clearing Effect of Transplanted Cornea on the 
Opacity of the Recipient Cornea. Max FIne. 
Arch. Ophth., Chic., 1950, 43: 1065. 

The observation of pronounced clearing of the 
recipient’s cornea around the graft following suc- 
cessful transplantation in cases of syphilitic inter- 
stitial keratitis, Groenouw’s dystrophy, phlyctenular 
keratitis, and disciform keratitis prompted the fol- 
lowing experimental study on the rabbit cornea. 

Opacities of the cornea were produced with hy- 
drochloric acid, and after a period of 10 weeks trans- 
plantation operations of various types were per- 
formed. In 10 cases with successful lamellar homo- 
transplants at the center or margins of the opacified 
corneas, no clearing of the recipient cornea was ob- 
served except at the site of direct replacement. On 
the other hand, in four of six experiments with 
penetrating homotransplants, definite clearing of the 
recipient cornea about the graft occurred. 

The observations in rabbits are not entirely 
translatable to man, as the potential of the rabbit 
cornea for regeneration following various types of 
injury is much greater than that of the human 
cornea. Nevertheless, the experiments support the 
conception that the clearing of recipient cornea, 
clinically observed, is due at least to circulatory and 
metabolic changes produced by the operation itself. 

James E, LEBENSOHN, M.D. 


EAR 


Formation of the Helix with a Postauricular Flap. 
MicwaeEt L. Lewin. Plastic & Reconstr. Surg., 1950, 
5: 432. 

The author describes brietly the helix of the ex- 
ternal ear, and the reasons why it is difficult to 
duplicate it by plastic surgery. The helix is a thin, 
elastic structure covered with fine skin, closely ad- 
herent to the cartilage anteriorly without an inter- 
vening subcutaneous layer. Attempts to form the 
helix by reproducing the cartilage and covering it 
with skin are unsuccessful because the fibrous tissue 
between the structures obliterates the configuration 
of the cartilage. Tube skin flaps have been used with 
relative success in the last 20 years. This is because 
a skin tube retains its shape without cartilaginous 
support, and the rounded, elevated form simulates 
the appearance of the helix. The helical skin tube is 
usually constructed on the neck in the subclavicular 
region because of the thinness of the skin in that 
area. The disadvantages of the cervical tube are 
that it leaves a scar on the neck, it involves a series 
of several operations, and the reconstructed helix 
appears unnaturally bulky and unshapely. How- 
ever, in total otoplasty, a reconstructed pinna can 
be formed from a cervical tube. 

The author believes that by using a direct mastoid 
flap, as described, a more natural looking helix can 
be formed, and this procedure has the advantage of 
economy as it can usually be accomplished in two 
operative stages. Also, the secondary scarring is 
inconspicuous as the scar is concealed behind the 
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ear. The procedure is based on the observation that 
a skin flap dissected free and held at both ends will 
curl until it tubes itself spontaneously. Thus, if 
half the skin tube is inserted into the tissue and the 
other half remains unattached, the latter will curl 
until its under surface becomes completely epi- 
thelialized. The technique is as follows: 

The defective margin of the auricle and the edges 
of the remaining helix are denuded by excision of 
the marginal scar. Then an incision is carried a few 
millimeters posteriorly to the postauricular sulcus, 
corresponding to the location of the defect; the de- 
sired length is marked along the posterior edge of the 
incision, and horizontal cuts are made posteriorly 
at this level. They are divergent, thus widening the 
flap as it extends posteriorly. The upper incision is 
about 2 cm. long, the lower one considerably shorter. 
Often the latter can be dispensed with if the lower 
pole of the flap extends below the middle of the 
auricle where the helix is flat. The anterior margin 
of the postauricular incision is then approximated to 
the denuded margin of skin on the posterior surface 
of the ear. This forms a skinlike tunnel and bends 
the auricle backward, holding it in close approxi- 
mation to the mastoid. The suturing is done with 
fine catgut. The incised mastoid flap is then dis- 
sected for a distance of at least 3 cm. Its anterior 
free border can then easily overlap the margin of the 
auricle. This overlapping must be free of any ten- 
sion or the flap will retract and flatten during the 
healing. The upper and lower edges of the flap are 
carefully approximated to the denuded borders of 
the remaining helix or to the lower margin of the ear. 
The anterior border of the flap overlaps the skin 
edge to the anterior surface of the auricle for a dis- 
tance of 3 to6.cm. More overlap is allowed in the 
upper portion in order to obtain the effect of tapering 
off. The amount of overlap is controlled by double- 
armed sutures passed through the anterior edge and 
tied on the surface of the flap. Packing is inserted 
underneath the flap as well as in the posterior skin 
tunnel. Postoperative dressings are infrequent, and 
the packings are not disturbed for a week. Within 3 
weeks the undersurface of the overlap is epithe- 
lialized and a noticeable curling of the flap is present. 

In 3 weeks the second stage of the operation is 
carried out. The necessary width of the flap is es- 
timated and is dissected free from the mastoid. 
The skin-lined tunnel is incised, allowing the pinna 
to return to normal position. The posterior border 
of the flap is trimmed as necessary and sutured to 
the remaining skin on the posterior surface of the 
auricle. The mastoid defect is ordinarily skin- 
grafted. The procedure can be modified according 
to the requirements in each case. 

Indications for this procedure are usually the 
presence of burns around the head where the free 
edges of exposed cartilage slough off, leaving a 
scarred, flat, and jagged margin of the auricle. The 
procedure may be used also in cases in which part 
of the cartilage and skin of the helix are removed 
in order to help repair limited losses of the nostril. 




















The author stated that he used this method of re- 
construction in carrying out total or subtotal oto- 
plasty; it was unsatisfactory and operation had to be 
completed with a cervical skin tube. In such cases, 
desirable mastoid skin is usually used for the forma- 
tion of the auricle plaque, and the unsuitable skin 
of the scalp is left for formation of the helix. 

The article is accompanied by some photographs 
of pinnae before and after this plastic procedure. 

Wi iam A. AnrRoon, M.D. 


Histamine in the Treatment of Certain Types of 
Headache and Vertigo Following the Fenestra- 
tion Operation. Grorce E. SHAMBAUGH, JR. 
Arch. Otolar., Chic., 1950, 51: 781. 


The author has used minute doses of histamine 
in treating certain patients in whom a group of 
symptoms developed in the ear operated upon 
months, or sometimes years, after a fenestration 
operation. These symptoms consist of the rather 
abrupt onset, for no apparent reason, of a roaring or 
pulsating tinnitus in the ear operated upon, with an 
uncomfortable sense of fullness or pressure; definite, 
though usually mild vertigo on sudden movements; a 
distinct drop in hearing in the ear operated on, and 
headache or pain in or around that ear. One or 
several of these symptoms may be present at the 
same time in any one case, and occasionally all five 
symptoms will be noted at once. In some cases, 
after a few days or weeks, there may be a spon- 
taneous remission, but with a tendency to recur- 
rence; in other cases the symptoms persist for weeks 
or months. Examination of the ear discloses no local 
pathologic change to account for the symptoms. The 
administration of dilute histamine solution according 
to the method of Hansel frequently results in im- 
provement of, or complete relief from, symptoms 
which in some cases have persisted for weeks or 
months without a spontaneous remission. 

Histamine in minute doses has been administered 
in 703 cases of fenestration. In 333 cases the results 
of therapy were inconclusive, owing to incomplete 
records; in 370 cases the results were definite, the 
symptoms being improved or relieved immediately 
or within a few days in 225, or 61 per cent, and not 
improved in 39 per cent. The effective dose of his- 
tamine was oftenest 0.1 c.c. of a I to 100,000,000 
dilution by subcutaneous injection, but in a few 
cases this dose aggravated the symptoms and the ef- 
fective dose was 0.1 c.c. of a dilution of 1,000,000,000; 
in others it was 0.1 c.c. of a 1 to 10,000,000 or 1 to 
1,000,009 dilution. As a rule, if histamine is going 
to help, the relief from symptoms is prompt and 
definite after the first injection. Occasionally a sin- 
gle injection suffices, but oftener several injections 
are required to secure lasting results. In some cases, 
histamine drops under the tongue seemed necessary 
to prevent a recurrence of symptoms. 

Particularly interesting is the observation that 
some patients who obtained good results with his- 
tamine at first failed to receive benefit from the same 
therapy for the same symptoms recurring months or 
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years later—in other words, histamine therapy some- 
times tends to lose its effect. 
A few typical case reports illustrate this post- 
operative syndrome and its treatment. 
Joun F. Deru, M.D. 


MOUTH 


The Technique and Results of Treatment of Can- 
cer of the Tongue with a 10 Gram Radium 
Beam Unit. Constance A. P. Woop. Am. J. 
Roentg., 1950, 63: 727. 

The author presents a detailed description of the 
technique and apparatus used in the treatment of 
carcinoma of the tongue by the Radiotherapeutic 
Research Unit at Hammersmith Hospital, Lon- 
don, England. 

The reader is referred to the original article for 
details. A 10 gm. radium beam unit was used and 
the dosage was minutely calculated to deliver ap- 
proximately 6,000 roentgens to the tumor and glands 
over a period of 42 days. The treatment was planned 
so that, as far as possible, the primary growth in the 
tongue was irradiated through the neck glands. No 
block dissection of the neck glands was advised or 
performed in the cases reported by the author. 

One hundred and eighty-two patients with carci- 
noma of the tongue received treatment. In 104 
of these patients the lesions were located in the an- 
terior two-thirds, and in 78 the lesions occurred in 
the posterior one-third of the tongue. In the former, 
the 5 year survival rate was 27 per cent, and in the 
latter, 18 per cent. 

Patients with tumors 2 to 3 cm. in diameter had a 
5 year survival rate of 33 per cent; patients with 3 
to 4. cm. tumors had a 5 year survival rate of 35 per 
cent, and patients with tumors over 4 cm. in di- 
ameter had a 5 year survival rate of 14 per cent. 
The 5 year survival rate among patients in whom no 
cervical metastases occurred was 35 per cent. 

JouN J. BALLENGER, M.D. 


End Results of Radiotherapy of Cancer of the 
Tongue. JuLieTTE Baup. Am. J. Roentg., 1950, 
63: 701. 

From 1919 to 1941, 1,055 patients with cancer of 
the tongue were treated at the Curie Foundation, 
Paris. In the majority of cases, treatment was by 
the use of radium needles placed in and around the 
tumor. 

The results obtained were best when the tumor 
arose either at the dorsum or on the lateral borders 
of the tongue, and were less satisfactory when the 
lesion occurred on the tip, in the infralingual region, 
and at the base of the tongue. 

The author states that the rate of cure among pa- 
tients with primary tumors of less than 2 cm. in 
diameter and with no clinically evident lymph node 
involvement was between 4o and 50 per cent. 
Among patients with primary tumors 2 to 3 cm. in 
diameter and with movable metastases 2 to 3 cm. 
in diameter, the cure rate was from 17 to 22 per cent. 
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‘External irradiation by radium molds, telecurie 
therapy, and roentgen therapy added to radium 
puncture have not appreciably improved the re- 
sults.” 

Radium puncture associated with block dissection 
of the neck gave the best over-all cure rate. Block 
dissection of the neck has been performed routinely 
at the Curie Foundation since 1936 for ‘‘lesions on 
the movable part of the tongue.” 

“The doses calculated from the table of Quimby 
for interstitial radiation varied from 6,000 gamma 
roentgens for large tumors to 8,000 and 8,500 gamma 
roentgens for small tumors.” 

Joun J. BALLENGER, M.D. 


End Results of Treatment of Cancer of the Tongue. 
ELis BERVEN. Am. J. Roentg., 1950, 63: 712. 


Between the years 1921 through 1930, 178 cases 
of carcinoma of the tongue were seen at Radium- 
hemmet in Stockholm, Sweden. In 42 of these the 
lesions were considered inoperable, and 9 patients 
died of causes other than cancer, so the first part of 
the present report is based on the remaining 127 
cases in which treatment was administered. 

Three hundred and two additional cases of car- 
cinoma of the tongue were seen between 1931 and 
1942. In 35 of these the lesions were considered in- 
operable, and 25 patients died of causes other than 
cancer, leaving 242 cases on which the second part 
of the report is based. 

During the years 1921 through 1923 treatment was 
by “‘application of radium to the surface of the tumor 
with the help of plastic mass, or the interstitial im- 
plantation of radium needles and external roentgen 
treatment, or teleradium treatment by applying a 
small quantity of radium to the glandular region.” 

Since 1923 treatment has been largely by teleradi- 
um. Since 1931 the technique given below has been 
used. 

The tumor is treated through five or more ports 
and is given 5,000 to 5,500 gamma roentgens, ap- 
plied over a 15 to 20 day period. Radical block dis- 
section of the neck by Crile’s method is done either 
in cases in which clinical metastases are present or 
in which metastases develop. 

Within 2 or 3 months after treatment a small pri- 
mary tumor may appear, which is destroyed by 
bipolar coagulation. 

In the first mentioned group (1921-31) 21.3 per 
cent of patients survived and were free of disease 
after a follow-up period of 5 years or more. In the 
second group (1931-42), 31 per cent survived, free of 
cancer for 5 years or more. 

The author concludes from his statistics that the 
“power of very old people to react to treatment 
seems ... to be markedly reduced.” He found the 
5 year cure rate to be somewhat higher in women 
than in men, that sideropenia did not seem to in- 
fluence the healing process, and that the presence of 
syphilis adversely influenced the prognosis. The 


best results were found when the primary tumor was 
less than 3 cm. in diameter, was located in the an- 
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terior portion of the tongue, and was without metas- 
tases. JOHN J. BALLENGER, M.D. 


End Results and Treatment of Cancer of the 
Tongue. B. W. WINDEYER. Am. J. Roentg., 1950, 
63: 719. 

During the period from 1931 to 1942 at the Middle- 
sex Hospital in London, England, 243 patients were 
treated for carcinoma of the tongue. The carcinoma 
was located in the anterior two-thirds of the tongue 
in 144 patients, in the posterior third in 85 patients, 
and the whole tongue was involved in 14. 

Treatment of cancer of the anterior two-thirds of 
the tongue at the Middlesex Hospital was by im- 
plantation of radium or radon needles in the great 
majority of cases. In some extensive growths, 
teleradium was used as a preliminary to needle 
implantation to clean up the lesion and to simplify 
the implant. 

Surgery was carried out in: (1) cases in which there 
had been recurrence following radiotherapy; (2) 
some cases in which the whole tongue was involved 
by a diffusely infiltrating growth; (3) cases in which 
the cancer had supervened on an area of pre-existing 
syphilitic glossitis with wooden induration and dim- 
inution of blood supply; (4) cases in which the 
growth had spread across to involve the mandible; 
(5) growths of a bulky hypertrophic nature, limited 
to the anterior third of the tongue, which proved to 
be difficult, if not impossible, to treat with an ade- 
quate implant. 

If mobile cervical glands were present at the time 
of the initial examination or developed subsequently, 
block dissection of the neck was advised. If the 
glands were fixed and inoperable external irradia- 
tion, rather than surgery, was administered. 

The dosage given to the primary tumor varied 
between 6,000 and 9,000 gamma roentgens delivered 
over a period of 6 to 8 days. 

The 5 year cure rate for the whole group was 21.3 
per cent. Among patients whose lesions were con- 
fined to the anterior two-thirds of the tongue, the 
5 year cure rate was 29.6 per cent, and to the pos- 
terior third, 9.8 per‘cent. Among tumors of the an- 
terior two-thirds of the tongue, without palpable 
glands, 44.2 per cent of the patients experienced 5 
year cures. Joun J. BALLENGER, M.D. 


A Technique of Skin Grafting to the Tongue; with 
Case Report. Joun J. Contry. Plastic & Re- 
constr. Surg., 1950, 5: 450. 


The author reports a successful method of fixation 
and immobilization of a graft on the tongue in a case 
of extensive leucoplakia and early carcinoma of this 
organ. He states that epithelial and skin grafts have 
been very successful in other portions of the mouth, 
but have been largely unsuccessful on the tongue be- 
cause of the infection of the oral cavity, the saliva, 
and the mobility of the tongue. The infection can be 
well controlled with antibiotics and with proper care 
to any dental caries, glossitis, and gingivitis that may 
be present in the mouth. A method is presented for 











immobilizing the tongue so that its motion will not 
interfere with the taking of the graft. 

The author briefly discusses the anatomy, physiol- 
ogy, and function of the tongue, and gives a detailed 
description of the chemistry and the actions of the 
saliva which bathe the tongue. 

In order to overcome the handicaps presented by 
the infection and movements of the tongue, (1) the 
free split skin graft should be carefully and snugly 
sewed to the raw surface of the tongue to give it local 
pesitional fixation; (2) the tongue should be immo- 
bilized on the floor of the mouth to the teeth or jaw 
bone to give it area fixation; (3) the mobilized area 
should be protected against trauma or injury. The 
latter two objectives are accomplished by depressing 
the grafted tongue into the floor of the mouth with 
a modeled metal plate lined internally with foam 
rubber sponge cut in such a way as to be cushioned 
against the tongue. It should extend from the lower 
incisor teeth to the descending posterior portion of 
the tongue in order to prevent protrusion, retraction, 
elevation, or lateral movement of the tongue. This 
appliance is fixed in the mouth by wiring to the teeth 
or to the mandible by circumferential wiring. This 
arrangement embarrasses respiration and eating; 
therefore, prophylactic tracheotomy should be done 
and nourishment should be maintained by a nasal 
feeding tube for approximately 1o days. 

Certain pathologic conditions such as leucoplakia 
and cancer of the tongue necessitate removal of large 
sections of its deep substance and mucosa. In such 
cases, the defect may be too large to be corrected 
by a mucous membrane graft, and repair of the 
wounds must be carried out, if possible, by direct 
closure or free skin graft, with the advantage of mini- 
mal scarring and a maximum of remaining functional 
activity. 

The author reports the case of a 62 year old white 
female who had a marked, heavy leucoplakia in- 
volving the entire dorsum of the tongue, and a but- 
ton-shaped epithelioma on the left posterior lateral 
margin of the tongue. She was treated as follows: 

The carcinoma was widely excised on the left side 
of the tongue and all the leucoplakia on the dorsum 
and side of the tongue was removed by sharp dis- 
section. After bleeding was controlled, a split skin 
graft measuring approximately .o15 inches in thick- 
ness was taken from the abdomen and carefully 
sewed about the margin of the tongue and immo- 
bilized. Wires were then utilized in a circumferential 
manner around both horizontal rami, and one was 
placed around the anterior section of the mandible. 
These wires were then fixed in holes through a semi- 
soft metal plate that was placed over a modelled 
foam rubber sponge on top of the skin graft on the 
tongue. The envelopment extended from the tip 
to the margin of the epiglottis posteriorly and about 
the lateral margins. The tongue and floor of the 
mouth were thus depressed and fixed by this wiring 
technique, and complete immobilization and pro- 
tection of the tongue obtained. A prophylactic low 
tracheotomy was performed and a nasal feeding 
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tube inserted. The plate over the tongue was re- 
moved on the seventh postoperative day, the tra- 
cheotomy tube was removed on the ninth post- 
operative day, and the nasal feeding tube on the 
twelfth postoperative day. The entire postoperative 
course was uneventful, and there was complete take 
of the skin graft. The tongue possessed mobility, 
but there was some limitation of protrusion and 
lateral movement, but speech, although not per- 
fectly clear, was satisfactory. There was no unusual 
difficulty in taking of food, and the patient was re- 
habilitated. 

The author presents photographs and drawings 
of the pathologic conditions seen in this case, and a 
diagram of the technique of using the metal plate 
and foam rubber sponge in the mouth. 

WitiiaM A. AnRoon, M.D. 


PHARYNX 


Tracheobronchial Aspiration Following Tonsillec- 
tomy with General Anesthesia. CLARENCE H. 
STEELE and JACK R. ANDERSON. Arch. Otolar., 
Chic., 1950, 51: 699. 

Lung abscess may result from tonsillectomy under 
general anesthesia. Various authors report that from 
30 per cent to 50 per cent of all lung abscesses follow 
tonsillectomy. This complication is much less fre- 
quent following tonsillectomy under local anesthe- 
sia. Aspiration of pharyngeal secretions, blood, etc. 
is considered to be the usual source of infection. 

Tracheobronchial aspiration was performed on a 
consecutive series of tonsillectomy patients. Aspira- 
tion was accomplished by introducing a catheter 
through a laryngoscope. Of the 129 patients, 125 
had recoverable bloody secretion. The amount of 
secretion varied from 0.5 c.c. to 15 c.c., with an over- 
all average of 3.7 c.c. Aspiration into the lungs may 
be lessened by tilting the head of the table down 
10 to 15 degrees; however, further tilting produces an 
awkward operating position and predisposes to ate- 
lectasis as a result of elevation of the diaphragm and 
reduction of the vital capacity. Hyperextension of 
the neck allows pooling of secretions and blood in the 
nasopharynx where they may easily be removed by 
suction. Hemostasis should be carefully accomplished 
by ligature and clamp. Tracheobronchial aspiration 
is then performed and the child is returned to the 
room with head turned to one side, in a semiprone 
position, with hips elevated on a small pillow. A 
reduction in the amount of coughing and vomiting 
is noted in patients treated by aspiration of the 
tracheobronchial tree. Joun R. Linpsay, M.D. 


NECK 


New Metabolism Test: Thyroxine. (Un nuovo test 
metabolico: il test alla tiroxina). C. A. BuTTaRo 
and E. Mezzetti-Panozzi. Riforma med., 1950, 
64: 439. 

Technical errors, as well as a multiplicity of factors 
which may influence the basal metabolism, such as 
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sex, age, food intake, and environmental conditions, 
comprise the drawbacks of the basal metabolism 
test. Hypometabolism may exist without hypothy- 
roidism, and, conversely, the latter may be present 
in a patient with a normal metabolic rate. More- 
over, all clinical signs of hyperthyroidism, such as 
loss of weight, tachycardia, cardiac palpitations, 
insomnia, nervousness, exhaustion, tremor, and en- 
largement of the thyroid gland may be found in a 
patient with an abnormally low basal metabolic rate. 
This “‘paradoxical hypothyroidism” can be corrected 
by the administration of thyroid extract. In other 
words, the basal metabolism test does not furnish 
reliable information concerning the true endocrine 
situation. 

The so-called “‘test of effort” consists in comparing 
the basal metabolism rate in resting with that after 
rhythmic motions of the arms for 3 minutes. In 
normal individuals the difference ranges from plus 
I per cent to plus 6 per cent; in individuals with 
hyperthyroidism, the difference ranges from plus 
6 per cent to plus 4o per cent, while in hypothyroid- 
ism the rate after exertion is lower than in resting. 

A new test, which is superior to the basal metab- 
olism test and the test of effort, consists of deter- 
mination of the basal metabolic rate in resting, 
before and after intravenous injection of 1 mgm. of 
thyroxine. In normal individuals and in those with 
hyperthyroidism, thyroxine lowers the metabolic 
rate, while the latter rises in patients with hypo- 
thyroidism. 

The authors performed this test on 130 patients. 
Sixty-six per cent of normal individuals, 73.33 per 
cent of those with hyperthyroidism, and 100 per 
cent of those with hypothyroidism reacted in the 
expected manner. JosEerH K. Narat, M.D. 


The Influence of Goiter on the Trachea and the 
Significance of Preliminary Roentgenologic 
Examination for Thyroidectomy (Ueber die 
Beeinflussung der Luftroehre bei Strumen und die 
Bedeutung der roentgenologischen Voruntersuchung 
fuer die Strumektomie). F. W. WicHMANN and P. 
Scumipt. Chirurg, 1950, 5: 280. 


The most frequent cause of lateral curved dis- 
placement, scabbardlike narrowing, or funnellike 
reduction of the trachea is goiter. The degree and 
direction of the deformities and shadows from 
osteoid tissue changes or real bone formations give 
the surgeon early warning about the technical diffi- 
culties that he may eventually expect. Since 1934 
the authors have systematically taken a dorsoven- 
tral and a lateral film of the trachea in all goiter 
patients. The present study concerns the material 
from the years 1945 to 1948 in which 307 goiters 
were operated upon; 92 per cent of the patients were 
women and 8 per cent men; 45 per cent were 
women in the 20 to 30 year age group. The series 


included § per cent recurrences. In 8 per cent there 
was a substernal or retrosternal goiter, one being 
intrathoracic; 3 per cent presented more or less 
marked calcium or bone deposits, and 58 per cent 
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showed displacement or narrowing of the trachea; 
thus, 69 per cent had pathologic changes and 31 
per cent had none. 

All stages of tracheal displacement were observed, 
and operation confirmed that they were actual dis- 
placements caused by the goiter and not distortions 
from some other cause. Only in the recurrences 
could scar tissue occasionally be blamed for the 
changed position of the trachea. The causes of dis- 
placement were unilaterally developed goiter, a 
preponderant growth on one side, or the formation 
of intrathyroid nodes of specially hard consistency 
(seidom cysts). 

Anterior displacement of the trachea by so-called 
retrotracheal goiter is very rare. The deeply reach- 
ing funnellike reductions cause the greatest air defi- 
ciency; their origination is often due to marked 
development of a fixed middle lobe, associated with 
two lateral lobes which are mostly unrecognizable 
externally and reach into the retrosternal space to 
surround the trachea with a pincerlike grip and pro- 
duce stenosis by increasing pressure. Such a stenosis 
can be suspected only clinically, but roentgen exam- 
ination allows making an unequivocal diagnosis. 
New formations are often found on the thyroid 
cartilage and, at operation, prove to be scalelike or 
antlerlike bone formations which impede resection. 
In the only malignant goiter of the series, roentgen 
examination revealed a round shadow the size of a 
small apple in an enlarged middle lobe. Its car- 
tilaginous and bony plates presented the thickness 
of the wall of a rubber ball in some places; this form 
of calcium deposition or bone formation seems to be 
characteristic of malignant degeneration of goiter, 
according to the literature. 

The authors conclude that roentgen examination 
of the neck in goiter is a valuable diagnostic aid 
which by detection of changes from the normal gives 
a reliable guide to operation; it should be used by 
every surgeon who is fully conscious of his responsi- 
bilities. RICHARD KEMEL, M.D. 


The Effect of Vitamins on the Heart Lesions Pro- 
duced by Thyroid Hormone in the Rat. V. 
KorencHEvsky. J. Path. Bact., Lond., 1950, 62: 53. 


Thyroid hormone was given to 169 rats in dosages 
sufficient to retard weight gain. All rats were given 
a diet with optimal vitamin content, but test groups 
were given excessive doses of varying combinations 
of Vitamins A, B, C, and D. Deficiencies of the first 
three in particular are important in hyperthyroid 
patients. 

Histologic studies of the cardiac tissue in all rats 
revealed, in a small number, varying degrees of 
myocarditis characterized by infiltration of lym- 
phocytes in rows, in small nodules, or in generalized 
spread with occurrence of atrophy of the muscle 
fibers. In control rats, without thyroid hormone, no 
such lesions were present. Hypertrophy of the heart 
occurred in all thyroid-treated animals, while the 
histopathologic changes mentioned cccurred in 16.6 
per cent of these animals, 5.3 per cent showing very 
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pronounced lesions. The small percentage showing 
these changes is attributed to the protection offered 
by the optimum vitamin content in all the diets. 
However, those rats which were given excess vita- 
mins showed about the same percentage of hearts 
with histologic change, although the changes were 
not as severe. It appeared that Vitamin B offered 
the greatest protection against thyroid-produced 
myocarditis, for no heart lesions of pronounced de- 
gree were found in rats receiving an excess of this 
vitamin. However, the number of rats in this group 
was not considered statistically significant. Vita- 
mins A and D appeared to give considerably less 
protection from heart involvement. Several photo- 
micrographs are presented to show the histopathol- 
ogy of the cardiac changes. 
STANLEY W. TUELL, M.D. 


Parathyroid Tumor with Visceral Metastases. E. S. 
J. Kinc and BarBarA Woop. J. Path. Bact., Lond., 
1950, 62: 29. 

This case of a proved parathyroid malignancy 
with visceral metastases is only the second one to be 
reported. The patient, a 37 year old female, had 
extensive bone involvement producing the first clini- 
cal evidence of the disease and, after biochemical 
studies which showed a serum calcium of 19 mgm., 
exploration of the neck revealed a large parathyroid 
tumor. This was removed and for a time the blood 
calcium level dropped to normal. Microscopically, 
this tumor appeared as well differentiated parathy- 
roid tissue, no different than is seen in the more com- 
mon benign parathyroid tumors. However, the 
blood calcium again rose to the preoperative level 
and at autopsy, 4 years later, metastatic nodules of 
parathyroid tissue were found in both lungs. Here 
again the microscopic picture was comparable to 
that found in benign parathyroid tumors. The de- 
duction follows that present histologic criteria are 
inadequate for diagnosing malignancy in the para- 
thyroid gland. All bones were so decalcified that they 
could be easily cut with a knife, although the pa- 
tient had remained ambulatory during most of the 
course of the disease. STANLEY W. TUELL M.D. 


Wryneck Facial Distortion Prevented by Resection 
of Fibrosed Sternomastoid Muscle in Infancy 
and Childhood. James BARRETT Brown and 
FRANK McDowELL. Amn. Surg., 1950, 131: 721. 


This article is concerned with the correction of 
congenital wryneck in infants and young children by 
excision of the fibrosed sternomastoid muscle. It is 
stated that Mikulicz recommended this procedure 
in 1895. 

The authors believe this lesion is caused by an 
excessive stretching or tearing of the sternomastoid 
muscle during delivery. Many of the patients have a 
history of breech delivery. The first significant find- 
ings in these children is the appearance of a hard 
tumor mass in the sternomastoid muscle during the 
first 2 weeks of life. The mass enlarges for several 
weeks, the head becomes pulled over the mass and 
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the mass then decreases in size or disappears entirely. 
The authors found these masses to be composed of 
solid fibrous tissue and could demonstrate no hema- 
tomas. The scar mass usually extends throughout 
the muscle from clavicle to skull, but it may be 
complete or partial. These findings are evident 
grossly and on microscopic examination. The wry- 
neck deformity is caused by this short tight bridle 
of scar tissue. The facial and skull deformity result 
from this constant pull over a period of time. 

Operation should be done early in these patients 
in order to prevent the developing asymmetry. 
Milder cases may be observed for 2 or 3 months for 
possible improvement. If none occurs, operation 
should be performed. Changes in the appearance of 
the neck from removal of the muscle are slight. 

The operative procedure is thoroughly described 
and illustrated. General anesthesia and a short 
collar incision are used. Attention is called to the 
necessity of preserving the main trunk of the 
eleventh nerve. The muscle is removed from the 
clavicle to the mastoid process. A small rubber drain 
is used. No particular postoperative exercises or ap- 
pliances are needed. 

The article contains excellent photographs of the 
preoperative appearance and the postoperative re- 
sults. Donatp C. Getst, M.D. 


Cervical Rib. James L. Popren, J. F. KENDRICK, and 
W. E. Smitu. Surg. Clin. N. America, 1950, 30: 843. 


Studies have been made of the various anatomical, 
pathological, and surgical relationships that occur in 
the ‘‘musculo-osseous pyramid” of the neck and 
shoulder, to which the cervical rib (when present) 
is related. Within this pyramid the structures of 
clinical and surgical importance are the brachial 
plexus, subclavian artery and its divisions, the an- 
terior and middle scalene muscles, subclavian vein, 
the cervical or first dorsal rib, the phrenic nerve, the 
carotid sheath, and included structures (nerve, ar- 
tery, and vein). Any increase in the contents of, or 
encroachment on these structures without an in- 
crease in the volume of the encasing pyramid, 
usually causes symptoms. Considering the fact that 
the scalenus anticus muscle is located centrally in 
this pyramid with its vertebral and rib attachment, 
one can readily see why this structure may cause so 
much difficulty. 

Cervical ribs vary in size from a small projection 
to a fully developed rib, and may be bilateral or 
unilateral. Cervical ribs seldom cause symptoms 
prior to puberty—owing to the delay in ossification 
and completion of growth to the ribs, and the delay 
in shoulder descent. Another cause related to the 
onset of symptoms is trauma to the supraclavicular 
region directly, or by pull or strain exerted through 
the upper extremity. Repeated minor insults such 
as lifting or carrying objects repeatedly, working 
with arms overhead, or using one or both shoulders 
in a position of depression, may bring about this 
syndrome. Cervical ribs occur more frequently on 
the left than on the right side. 
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The symptoms may be local, nervous, vascular, or 
muscular; however, the neuromusculatory system is 
predominantly involved and produces symptoms. 
The nervous symptoms are primarily those of vari- 
ous forms of pain—sharp, dull, aching, stationary or 
radiating, and other types including paresthesias. 
These symptoms may occur from the occipital re- 
gion and neck to the fingers, and may include the 
anterior chest, shoulder, upper back, and axilla. 
Facial pain at the angle may be present owing to the 
sympathetic involvement or actual compression on 
the cervical trunks that innervate the angle of the 
jaw. The most common pattern of pain is in the 
shoulder, medial brachium, antebrachium, and ulnar 
portion of the hand. At times there is a mild weak- 
ness in one or more muscles of the arm which may 
progress to a paralysis with atrophy of varying de- 
grees. These muscular changes are usually found in 
the forearm and intrinsic muscles of the hands. The 
peripheral vascular changes are frequently symp- 
toms manifested by coolness of the involved ex- 
tremity, a dusky purplish hue, or blanched appear- 
ance, increased perspiration, or trophic changes 
ranging from fine skin excoriations to ulcer forma- 
tion and gangrene. 

The diagnosis can be made by means of a routine 
physical and neurologic examination, in addition to 
some well known established tests such as those 
described by Halsted, Adson, and others. Infiltra- 
tion of the scalenus anticus muscle with procaine 
may be used for diagnostic and therapeutic purposes. 
It is necessary to obtain adequate roentgenograms of 
the cervical thoracic spine, including the oblique 
film, since, in many instances, posterior eagle-beak- 
ing occurring at one of the intervertebral foramina 
due to osteoarthritis may be the cause of the symp- 
toms rather than cervical rib. The author has been 
very suspicious of a diagnosis of anterior scalenus 
muscle syndrome without the presence of osseous 
changes such as a cervical rib or an elongated trans- 
verse process. 

A series of 58 cases of cervical ribs from 115 cases 
of scalenus anticus syndrome seen in the past 10 
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years is presented. These patients were operated 
upon after conservative measures had failed. The 
ratio was 7 females to every male and the ages 
ranged from 4 years to 54 years. Forty-six pa- 
tients had bilateral cervical ribs. The duration of 
symptoms varied from 3 weeks to 35 years—most 
commonly, 1 month to 2 years. In 42 patients ten- 
derness and numbness were noted in the angle of the 
jaw. At operation 46 ribs were removed; 65 pa- 
tients had anterior scaleniotomies and 5 of these also 
had middle scaleniotomies. Fifteen sympathectomies 
were performed at the time of removal of the rib in 
patients who showed considerable vasomotor change. 
Fifty patients obtained good results from the opera- 
tion, 6 fair, and 2 poor. Three unusual cases were 
presented by the author. 

The treatment of cervical ribs may be divided into 
operative and nonoperative methods. Among the 
nonsurgical therapy one may suggest (1) avoiding 
positions responsible for the syndrome when prac- 
ticable, (2) widening the costoclavicular space, (3) 
lengthening the involved neurovascular structures, 
(4) reducing the acuity of the angle these structures 
traverse as they pass under the coracoid process 
while the arms are hyperabducted, and (5) shorten- 
ing the course traversed by these structures. 

These aims are best brought about by exercises 
designed to elevate the shoulders and bring them 
forward, and stretching the arms by such exercises 
as require hanging by the hands, supporting the 
weight of the body. Other conservative therapy in- 
cludes application of heat to the supraclavicular area 
by mechanical means such as infra-red rays or 
diathermy. If conservative measures do not relieve 
the symptoms, then operative treatment must be 
resorted to. Those patients who have marked asso- 
ciated vasomotor changes in the upper extremities 
are greatly benefited by removal of the upper 3 
dorsal sympathetic ganglia through the same ap- 
proach at the time of removal of the cervical rib. 
It is much wiser to remove the cervical rib at the 
time of the division of the anterior scalenus muscle 
in most instances. Joun E. Karasin, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Repair of a Large Defect with Gold Plate. Result 
After 40 Years (Prothése d’une vaste bréche cra- 
nienne frontale par une plaque d’or perforée; résultat 
40 ans aprés). Léon ImBert and Pierre Morrovun. 
Presse med., 1950, 58: 319. 


The authors report the late results of a cranio- 
plasty performed in 1909 for a large defect of the 
skull. They used a perforated gold plate weighing 
52 gm. to cover a 4 by 5 cm. defect in the right 
frontal region. The patient enlisted in World War I 
and later performed only manual labor. Forty years 
after operation the scalp is in good condition and 
the patient has no headaches or other symptoms. 
His electroencephalogram is also normal. 

GerorGE Perret, M.D. 


Temporal Tumors (Les tumeurs temporales). JEAN-E. 
Paritas and J. TAMALET. Presse méd., 1950, 58: 550. 


The authors present a resumé of anatomical and 
clinical findings in 72 personal cases of verified tem- 
poral tumors. Operation was performed in 6o9 cases, 
and verification was obtained at autopsy in 3 cases. 
Included are temporal tumors proper, and certain 
tumors extending to the neighboring lobes, provided 
that their major portion lay in the temporal lobe and 
their clinical onset was as nearly as possible temporal 
in type. The preponderance of tumors on the right 
(40) as compared to the left side (32) was without 
doubt the result of a refusal to operate in certain 
cases which were beyond hope. There were 50 men 
and 22 women in the series. 

Temporal tumors manifest their presence by a 
paroxysmal hallucinatory crisis with notable fre- 
quency (37 per cent of the cases). This percentage 
is probably less than the actual incidence since those 
patients, already aphasic when they came under 
observation, were unable to give a history of hallu- 
cinatory crisis. These crises, with the exception of 
visual hallucinations, which may just as well occur 
with occipital lesions, are practically pathognomonic 
of temporal alteration, and particularly that due to 
tumor. The particular character of the temporal 
crisis of a hallucinatory or of a psychomotor type 
favors the hypothesis of a superficial temporal epi- 
lepsy differing from a deep temporal epilepsy. 

Although the existence of specific temporal signs 
in nearly half the cases indicates by diagnostic top- 
ography that the lesion is temporal, the side affected 
and the nature of the lesion still remain uncertain. 
The temporal crises encountered in this series were: 
olfactory and gustatory hallucinations in 16.6 per 
cent of the cases; visual hallucinations in 20 per cent 
of cases; vestibular hallucinations in 2.8 per cent; 
paroxysmal modifications of consciousness either 
isolated or accompanying sensory crises in 18 per 
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cent of the cases. Also encountered were speech 
difficulties, a visual field syndrome, a cochleovesti- 
bular syndrome, and signs not specifically temporal. 

Standard radiographic observations are men- 
tioned, as well as ventriculographic findings and 
cerebral arteriography. Electroencephalography 
proved to be a method of great reliability. All of 
these modalities taken together permit the diagnostic 
procedure to be stated formally. 

The end results of extirpation of these tumors are 
deceptive because about half are histologically malig- 
nant, and moreover, a large number of astrocytic 
gliomas are prone to recurrence. 

Joun L. Linpaquist, M.D. 


Nondifferentiated Tumors of the Membrana Tec- 
toria (I tumori indifferenziati della membrana 
tectoria). L. GALLONE and M. Quarti TREVANO. 
Chirurgia, 1949, 4: 323. 

Five cases of nondifferentiated tumors of the 
fourth ventricle are reported by the author. These 
tumors originated in the membrana tectoria. From 
the cytologic point of view, their histologic structure 
corresponded to that of cerebellar medulloblastomas. 

Such tumors can be completely removed if they 
are confined to the ventricle and the cerebello- 
medullary cysterna, and if a line of cleavage be- 
tween them and the brain tissue can be established. 

In the authors’ material, tumors of the membrana 
tectoria constituted 2.5 per cent of all intracranial 
tumors. Four of these patients were men and one 
was a woman. The youngest patient was 9 years and 
the oldest, 46 years of age. 

The syndrome is caused partially by obstruction 
to the flow of the cerebral fluid, and partially by 
pressure on bulbar centers. Headache, vomiting, 
and disturbances of equilibrium with crises of ver- 
tigo, are the most frequent symptoms. Among the 
objective signs, choked discs, nystagmus, diplopia, 
hyposthenia of the facial nerve, cerebellar syndrome, 
retropulsion, and uncertain gait must be mentioned. 

Josepu K. Narat, M.D. 


Analysis of Electroencephalographic Findings in 
40 Cases of Verified Brain Tumor. Evaluation 
of Observations. Henry M. Cuneo, Cart W. 
Ranp, and H. SjaarpeMA. Bull. Los Angeles Neur. 
Soc., 1950, 15: 22. 

The use of the electroencephalogram in the local- 
ization of brain tumors is still not as widely accepted 
as it should be. This is probably due to a wide di- 
vergence of reports on its ability to localize tumors. 
There has been a gradual change in methods of 
localization; hence this article on the analysis of 40 
cases of verified brain tumors is of definite value. 

The authors have broken down their group of 40 
cases into four classifications. Group I includes 
those tumors which are sharply localized, comprising 
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47-5 per cent of the group, and consisting of a variety 
of all types of intracranial hemispheric neoplasms. 
Group II consists of those cases which could be 
lateralized but not accurately localized. This group 
comprises 10 per cent of the cases. Hence, the com- 
bination of these two groups represents 57.5 per cent 
of cases in which the electroencephalograph was of 
definite value. Group III consists of those cases in 
which localization was only suggestive, mainly mid- 
line or very deep neoplasms. Group IV, in which 
there was no localization, consisted mainly of deep 
midline lesions, metastatic carcinomas, and deep- 
seated meningiomas. 

Of the various types of neoplasms, it appeared 
that the gliomas could be more accurately or sug- 
gestively localized. Meningiomas and metastatic 
carcinomas were missed in a greater percentage of 
cases. There was no characteristic electroencephalo- 
graphic pattern for any specific type of tumor. A 
finding not previously reported is that the presence 
of bilateral slow waves is suggestive of a lesion which 
either approaches or is situated in the midline. When 
the slow waves are present in the frontal or temporal 
leads, a supratentorial lesion is suspected. When the 
slow waves, however, are in the temporal, mastoid, 
or occipital areas, a subtentorial lesion was sus- 
pected. 

It should be noted that the statistics on the per- 
centage of localization of cases by electroenceph- 
alography, was based upon the original interpreta- 
tion of the electroencephalogram and not on a 
re-evaluation after recognition of the tumor. This 
would obviously place the value of this procedure in 
a much higher bracket than was actually recorded 
by the authors. Jack I. Wootr, M.D. 


Facial Paralysis: A Clinical Classification. J. PARKES , 


Finpiay. Med. J. Australia, 1950, 1: 181. 


The author has made a detailed study of the 
anatomy of the facial nerve, the various clinical 
entities of peripheral facial paralysis, and discusses 
their particular etiology, pathogenesis, symptoma- 
tology, and treatment. Three vessels supply the 
vasa nervorum of the facial nerve: the internal audi- 
tory artery in the central portion, the superficial 
petrosal artery between the hiatus facialis and the 
knee of the fallopian canal, and the stylomastoid 
artery distal to the knee. 

Geniculate facial paralysis is a neurotrophic virus 
infection of the geniculate ganglion, clinically mani- 
fested by a herpes zoster of the cutaneous ear, the 
uvula, soft palate, tonsil, fauces, and anterior two- 
thirds of the tongue; it is accompanied by a lower 
motor neuron type of facial paralysis. Pain is severe 
and precedes the paralysis; it is neuralgic in charac- 
ter and localizes in the deep part of the ear. 

Neuritic facial paralysis is not accompanied by 
pain and originates from focal sepsis. The infection 
may originate in the middle ear or mastoid or may 
spread along perineural lymphatics from the upper 
respiratory tract or the teeth. Vascular occlusion 
facial paralysis, caused by occlusion of the vasa 
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vasorum in the fallopian canal, is characterized by 
acute postauricular pain with sudden onset of com- 
plete peripheral facial paralysis. The occlusion may 
result from arteritis obliterans, arteriosclerosis, em- 
bolism, hemorrhage, or may be of allergic origin. 
Allergic factors such as vasoconstrictor or vaso- 
dilator substances produce ischemia and edema of 
the nerve impairing its blood supply. 

Traumatic facial paralysis may result from skull 
fractures or operations (mastoidectomy,: fenestra- 
tion). Treatment of facial paralysis consists of sup- 
port to the sagging muscles, massage, galvanic stim- 
ulation, and surgical removal of local septic lesions. 
Surgical treatment is not indicated in geniculate or 
neuritic facial paralysis which recovers spontane- 
ously. Decompression of the edematous facial nerve 
is indicated in vascular occlusion and traumatic 
facial paralysis. End-to-end anastomosis and nerve 
graft of the facial nerve severed by trauma is indi- 
cated. The prognosis for complete recovery is good 
in geniculate and neuritic facial paralysis. In vascu- 
lar occlusion, facial paralysis recovery is good if 
decompression is performed early. 

GEORGE PERRET, M.D. 


SPINAL CORD AND ITS COVERINGS 


Regeneration of Dorsal Roots into Peripheral 
Stumps of Ventral Roots. WitttAm I. FREup 
and Harotp A. Davenport. Q. Bull. Northwest. 
Univ. M. School., 1950, 24: 87. 


The authors discuss the regeneration of posterior 
roots and, in particular, the ability of central pro- 
cesses of dorsal root ganglia to regenerate through 
Schwann tubes. 

Previous workers have disagreed as to the re- 
generative capacity of the central processes of dor- 
sal root ganglia to occur. This experiment consisted 
of allowing dorsal roots to regenerate into Schwann 
tubes of much greater lengths than those found in 
the root itself. Dorsal and ventral roots were sec- 
tioned and anastomosed to each other. The ventral 
root underwent Wallerian degeneration and thus 
provided the Schwann tubes. The central stumps 
of the sectioned roots were avulsed from the cord. 
This prevented regeneration of nerve fibers from the 
motor cells of the anterior column of the spinal cord; 
also, regenerating fibers from the dorsal root gang- 
lia could not grow back into any central stumps. 
Dogs were used for the studies. 

A I#mbar type of laminectomy was carried out 
on degs, and the dorsal and ventral roots were 
brought into view. Proximal to the ligature, two 
hemostats were placed on both roots. The roots 
were then sectioned simultaneously between the 
ligature and the most distal hemostat by cutting 
as close to the ligature as possible. The central 
stumps of the roots were then avulsed from the cord 
by pulling gently but firmly on the two hemostats 
while maintaining tension on the roots. The distal 
stumps, then, of the dorsal root and the ventral 
root were anastomosed proximal to the ganglion. 
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Table I in the article consists of a résumé of the 
experimental procedure and results on to of the 
animals. The results of this study show that the 
proximal (axonic) fibers of dorsal root ganglion cells 
have a strong regenerative capacity. Abundant 
regeneration occurred from the dorsal roots, through 
the area of anastomoses, and along the Schwann 
tubes of the distal stump of the ventral root. These 
findings contradict those of Kimmel and Moyer 
(1947) who have stated that dorsal roots have rel- 
atively little ability to regenerate. 

As regards the types of fiber, it was noted that 
small myelinated fibers comprised the majority of 
regenerating ones. However, there were many un- 
myelinated fibers, and a few medium size myelinated 
fibers and, rarely, large myelinated fibers. The 
article includes several illustrations and tables, as 
well as photokymographs showing sections of the 
ventral root with varying types of stains and after 
varying periods of time. 

The authors conclude that, first, dorsal roots re- 
generated readily when suitable conditions were 
provided. Secondly, the regenerated fibers were 
principally small myelinated fibers, but there are 
also many unmyelinated fibers and a few medium 
and large size myelinated fibers. Thirdly, there 
were more regenerating fibers in the ventral anas- 
tomosed root than the number of fibers normally 
contained in it, Howarp H. LAnper, M.D. 


Intramedullary Lipoma of the Spinal Cord. Re- 
view of the Literature and Report of a Case. 
Davin F. Jounson. Bull. Los Angeles Neur. Soc., 
1950, 15: 37- 

The author reports an interesting case of an in- 
tramedullary lipoma of the spinal cord. The pa- 
tient, a female 64 years of age, had a slowly progres- 
sive illness, (over a course of 19 years) suggesting a 
degenerative disease of the spinal cord. Despite 
x-ray evidence of a remarkably widened spinal canal 
associated with scoliosis, there were no abnormalities 
of the spinal fluid nor evidence of a block. Mye- 
lography revealed an irregular filling defect in the 
thoracic area, but no block. Laminectomy revealed 
an infiltrating intramedullary lipoma. It was possi- 
ble to remove only small fragments of the tissue, 
which, on histologic examination, disclosed typical 
adipose tissue and some irregular strands of dense, 
fibrous tissue. The fat cells were remarkable in that 
individual cells were much larger than usual for 
adipose tissue. 

A review of the literature revealed that up to 
1945 Ehni and Love were able to collect only 25 
cases from the literature, and added 4 cases which 
had been verified at the Mayo Clinic. The author 
has been able to collect 7 additional cases from the 
literature, which brings the total number of cases 
reported up to 37. The more pertinent features of 
such tumors are as follows: (1) the symptoms usually 
run for several years, (2) root pains are uncommon 
despite the fact that the nerve roots are frequently 
involved, (3) ataxia and spasticity of the lower ex- 
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tremities are early symptoms, and (4) a complete 
block of the subarachnoid space is unusual despite 
the large size of the tumor. Jack I. Wootr, M.D. 


Cauda Equina Tumors as a Cause of Low-Back 
Syndrome. James W. Toumey, JAmeEs L. Poppen, 
and Metvin T. Hurtrey. J. Bone Surg., 1950, 
32-A: 249. 

The authors review 48 cases of tumor of the cauda 
equina which frequently presented the symptoms 
and clinical signs of a protruded intervertebral disc. 
Clinically these tumors could not be differentiated 
from disc lesions. Diminished or absent Achilles 
reflex was found in 27 cases, low back pain in 24, 
sensory changes in 24, muscle atrophy in 21, positive 
straight leg raising signs in 19, unilateral sciatic 
nerve pain in 17, paresthesias in 15, weakness of the 
leg in 15, leg pain in 13, spasms of the paravertebral 
lumbar muscles in 11, and urinary and rectal symp- 
toms only in 10 cases. The insidious onset of pain 
with an unremitting course suggested tumor in some 
of the patients. Roentgenographic study, and es- 
pecially myelography, was found to be an important 
factor in the diagnosis. A complete subarachnoid 
block was present in 19 patients, and in 70 per cent 
of the cases the spinal fluid total protein was defi- 
nitely increased. 

In this series, 20 per cent of the tumors were malig- 
nant. Neurilemmoma and neurofibroma were found 
in 53 per cent, ependymoma was found in 24 per 
cent, and meningioma in 5 per cent of the benign 
tumors. GEORGE PERRET, M.D. 


PERIPHERAL NERVES 


The Ischemic Factor in the Structural Alteration of 
Peripheral Nerves (II fattore ischemico nella altera- 
zione strutturale dei nervi periferici). Joaquim 
Bastos. Arch. ital. chir., 1949, 72: 303. 


Taking as the point of departure a disagreement 
found in the literature concerning the indispensable 
character of arterial circulation in the maintenance 
of structure and function, the sciatic nerve was de- 
prived of blood supply by ligation of appropriate 
arteries. The dog was employed as the experimental 
animal and arteriograms were made postmortem. In 
one group of animals the sympathetic nerves also 
were sectioned. It was found that lumbar sympa- 
thectomy had a beneficial effect. 

Later studies in which light and heavy pressures 
were applied confirmed the importance of both peri- 
neural and intraneural circulation. Microscopic ex- 
aminations of nerve sections under the imposed 
conditions led to the conclusion that all peripheral 
nerve lesions have the common factor of vascular 
impairment. Epitu B. FARNswortn, M.D. 


Tumors of Peripheral Nerves. R.A. Money. Austral. 
N. Zealand J. Surg., 1950, 19: 239. 
The author presents 153 cases of extracranial 
peripheral nerve tumors, including 2 glomus tumors 
seen at the Royal Prince Alfred Hospital in Sidney, 
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Australia, during a 38 year period. Seventy-six of 
these patients had traumatic neuromas encountered 
in amputation stumps or in painful operation scars. 
The 32 nonmalignant tumors were mostly neuro- 
fibromas and schwannomas. Multiple neurofibromas 
(von Recklinghausen’s disease) were encountered in 
24 patients, while malignant neoplasms, mostly 
neurogenic sarcomas and fibrosarcomas, were seen 
in 19 patients. 

Pain was an inconstant symptom among the true 
neoplasms; it was absent in 56 per cent of the cases. 
It was also often absent in patients with multiple 
neurofibromas. Of the 9 neurogenic sarcomas re- 
ported, 5 arose in the neck, 2 of them from the 
vagus nerve. These tumors were highly malignant 
and resulted in pulmonary metastases. The 6 pa- 
tients with neurogenic fibrosarcomas also died within 
3 years from pulmonary metastases. 

The treatment of the malignant tumors consisted 
of resection of the nerve trunk with the tumor. No 
attempt should be made to save the nerve or its 
fibers. Local recurrences, usually in more malignant 
forms, developed rapidly, and amputation of the 
limb offered the only hope. Biopsy was considered 
dangerous, as it disseminated the tumor cells, All 
these tumors were radioresistant. 

GEoRGE PERRET, M.D. 


SYMPATHETIC NERVES 


A Contribution on the Anatomy and Topography 
of the Lumbar Sympathetic Chain (Beitrag zur 
Anatomie und Topographie des lumbaleny smpa- 
thischen Grenzstranges). WALTER BuscH. Helvet. 
chir. acta, 1950, 17: 143. 

Dissections of the lumbar sympathetic chains 
were carried out in 100 fresh cadavers of both sexes 
in the age group from 45 to o1 years. The anatomic 
and topographic findings were noted in each case, 
and classified. A difference in the number of ganglia 
on the right and left sides was noted in 45 cases. The 
smallest number of ganglia found on one side was 2, 
and the largest number, 6. The average number of 
ganglia was found to be 4. The presence of very 
small ganglia, which can only be found in an ade- 
quate preparation, is not a rare finding. The state- 
ment in the literature that the first ganglion is 
especially large was not confirmed in this study. In 
many cases the first ganglion was even smaller than 
the lower ganglia. 

The location of the ganglia, with respect to dis- 
tribution in the chain and segmental order, was 
irregular in the majority of cases. Their position on 
the vertebral column was constant in all cases. At 
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the first lumbar level, the ganglia were found on the 
anterolateral surface of the vertebral body; at the 
level of the second and third vertebrae, they were 
found slightly more medial and closer together; at 
the fourth and fifth vertebrae they were found more 
posterolateral and more separated from one another 
on the vertebral body. 

The size of the chains is subject to a few varia- 
tions. A unilateral duplication of the chain of vari- 
able length was found in 26 cases; in 22 of these it 
occurred on the Jeft, and in 4 cases, on the right. 
In practically all cases, the duplication lay medial to 
the main trunk. Bilateral duplication of the chain 
was not found. Communication between the right 
and left chains was found in 80 cases. 

Joun L. Linnguist, M.D. 


The Surgical Treatment of Chronic Arterial Hyper- 
tension (Sur le traitement chirurgical des hyper- 
tensions artérielles chroniques). L. LANGERON, V. 
Notr, and P. LANGERON. Acta med. scand., 1950, 
137: 237- 

The authors consider arterial hypertension as a 
disease only when the kidneys have been affected. 
They believe that the state of hypertension can be 
classified ‘only through the study of renal function 
and that the therapeutic measures which may sta- 
bilize the disease must be directed upon the kidneys. 
The disease is divided into two stages: the first stage 
is characterized only by a high blood pressure; the 
second stage is characterized by a disturbance of the 
heart, kidney, and eyes. The value of study of 
glomerular and tubular function and of filtration 
tests is emphasized. Changes in renal function seem 
to give the best evidence of the evolution of the 
disease, and hence information concerning the pos- 
sible results of treatment. 

The most effective interventions in the treatment 
of hypertension must directly or indirectly affect 
the kidneys and the suprarenal glands. These are: 
decapsulation of the kidneys, denervation of the 
kidneys or removal] of the aorticorenal ganglion, 
adrenalectomy, infradiaphragmatic splanchnicec- 
tomy, partial removal of the celiac ganglion, sympa- 
thectomy of the eleventh and twelfth thoracic 
ganglia, first and second lumbar ganglia and chain, 
or supradiaphragmatic splanchnicectomy and sym- 
pathectomy. Exploration of the kidneys and supra- 
renal glands is advised in all cases. 

Cardiac and renal insufficiency constitute an abso- 
lute surgical contraindication. Severe optic disc and 
fundus changes, or hemiplegia, are not considered a 
surgical contraindication if cardiac and renal func- 
tions are adequate. GEorGE Perret, M.D. 




















CHEST WALL AND BREAST 


Tuberculosis of the Female Breast (La tubercolosi 
della mammella femminile). Epiz1o Luicr Custo. 
Lav. ist. anat. Univ. Perugia, 1945, 4: 123. 


The results of the study of 7 biopsies in cases of 
mammary tuberculosis are here reported. These 
were mostly specimens sent in to the Center for 
Cancer Research at Perugia, Italy, with requests 
for histological reports. 

The first case was that of a 42 year old woman 
with no history of tuberculosis and none in her 
family; she had given birth to three healthy chil- 
dren, all of whom she had nursed at the breast. 
A few months after the last period of lactation a 
lump the size of a hazel nut was noted in the infero- 
lateral quadrant of the left breast. This lump was 
accompanied by vague pains throughout the whole 
left breast, increased rapidly in size, and finally 
developed a fistula. Numerous enlarged, hard glands 
were palpable in the left axillary cavity. The biopsy 
disclosed a caseous form of tuberculous mastitis 
which had developed a fistula with cavitation. 

The second case was that of a 30 year old woman 
who gave a previous history of exudative pleuritis 
on the left side. At the age of 26 years she had given 
birth to a child which she had nursed at the breast. 
About a month thereafter an intumescence in the 
left breast in the region of the inframammary sulcus 
had developed suddenly. The lump in the breast 
tissues was the size of a small hickory nut. There 
were numerous enlarged lymph nodes in the left 
axilla. Roentgenologic examination failed to locate 
any tuberculosis lesions elsewhere in the chest. 
Biopsy showed the presence of a fibrous tuberculous 
mastitis. 

The third case was that of a 53 year old woman 
who was without children and whose husband had 
died of tuberculosis. She herself had, when 15 years 
of age, suffered from an exudative peritonitis, pleu- 
ritis, and bilateral salpingitis of probably tuber- 
culous nature. Recently she had suffered from pains 
in the lower abdomen; pains, swelling, a sensation 
of tension in both breasts; and a temperature 
from 38 to 38.5 degrees C. After some days there 
were no more pains and swelling of the left breast, 
but the symptoms persisted in the right one. The 
swelling in the latter breast becane the size of a 
mandarin orange. There were enlarged, smooth, 
hard lymph nodes in the right axilla. Biopsy con- 
tributed the diagnosis of fibrocaseous tuberculous 
mastitis, probably of secondary nature. 

The fourth case was that of a childless 34 year old 
woman with a history of bilateral removal of the 
tubes and ovaries for bilateral tuberculous ovaro- 
periovarosalpingitis with pyosalpinx. A year later 


a nut-sized swelling developed in the upper lateral 
quadrant of the left breast. 


In the left axillary 
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fossa were numerous enlarged, hard, mobile lymph 
nodes. Roentgenologic examination of the chest 
was completely negative. Biopsy produced the 
diagnosis of a productive type of tuberculous mas- 
titis with multiple cavitations. 

The fifth case was that of a 40 year old woman 
who had suffered from pleuritis and later presented 
numerous tumefactions along the margins of the 
major and minor pectoral muscles on the right side. 
This was, at that time, diagnosed, on the basis of 
biopsy, as tuberculous lymphadenitis with multiple 
granulomas evolving toward calcification. Shortly 
after this a nut-sized swelling appeared in the upper 
lateral quadrant of the left breast. Here again the 
biopsy effected the diagnosis of a productive type of 
tuberculous mastitis. 

The sixth case was that of a 36 year old woman 
who gave a history of late menstruation and, sub- 
sequently, meager bleeding and even a period of 
amenorrhea. About 7 months previous to the pres- 
ent examination a nut-sized tumefaction had devel- 
oped in the left breast. A single small, hard, indolent 
lymph gland was palpable in the left axilla. There 
was a persistent cough and roentgen examination 
disclosed the presence of an effusion of the right 
pleural cavity and an initial parahilar involvement 
of the right side, probably of tuberculous nature. 
Biopsy led to the diagnoses of fibrocaseous tuber- 
culosis of the left breast. 

The seventh case was that of a 46 year old female 
who had always enjoyed the best of health until 
about 3 months previously at which time a small 
tumefaction was noted in the inferoexternal quad- 
rant of the left breast. In a short time it reached 
the size of a hen’s egg; it was poorly delimited, with 
adhesions to the skin and the deep tissues of the 
chest wall. There was no evidence of satellite lymph 
gland involvement. Biopsy disclosed a productive 
tuberculous mastitis. 

In this material there was no evidence of any etio- 
logic influence of such physiologic functions of the 
female breast as those of the menstrual period, 
pregnancy, or lactation. However, there did seem 
to be indicated some effect on the incidence of 
tuberculous mastitis by the sexual phase in the 
female as 6 of these 7 patients were between the 
thirtieth and the forty-sixth years of life. The crux 
of this report is the question as to whether any of 
these cases could be considered instances of primary 
infection. Cases 2 and 7 of those cited might be so 
considered; however, since obscure and silent lesions 
in some other part of the body might have escaped 
detection by the ordinary methods of examination, 
even in these 2 instances, and the infective agent 
might have been transferred to the breast subse- 
quently by the blood, the author feels inclined to 
pass these cases as instances of primary infection in 
the clinical sense, but not in the absolute or anatomo- 
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pathologic sense. For these 2 cases he prefers the 
classification of isolated infection. 

Thus, the author proposes the following classi- 
fication: (1) miliary, (2) productive, (3) fibrous, 
(4) caseous, and (5) fibrocaseous tuberculous mas- 
titis. In this material are presented 3 cases of the 
productive form, 2 of the fibrocaseous form, and 
1 case each of the fibrous and caseous forms. 

Joun W. BRENNAN, M.D. 


Association of Epithelioma and Tuberculosis of the 
Breast (Su di un caso di associazione di epitelioma e 
tubercolosi della mammella). CarLto DintA. Ann. 
ital. chir., 1950, 27: 100. 

A 58 year old woman had lived with her husband 
for years before his death from tuberculosis of the 
lungs. There were 6 children, all apparently alive 
and well. About 2 months previous to her appear- 
ance for consultation she had noted a tiny nodule in 
the outer upper quadrant of the right breast which 
later began to pain and produce a general disturbed 
feeling in the right breast region. 

Physical examination disclosed enlarged, tense, 
elastic, pea-sized lymph nodes in the right axilla, 
and in the right breast itself there was a mandarin 
orange-sized tumefaction, deeply placed and immo- 
bile on the deep tissues, which covered the pecto- 
ralis muscle. The skin of the breast, even over the 
tumor, was normally mobile, without evidence of 
venous dilatation and not warmer than usual to the 
touch. There was no evidence of retraction of the 
mammilla. 

A radical mammectomy was performed, and his- 
tologic examination of the surgical specimen dis- 
closed a complete substitution of the normal breast 
by cords of epithelial cells of evident neoplastic 
character, running in various directions and com- 
posed of rather small epithelial cells with little 
evidence of protoplasm. In places the neoplastic 
cells evidenced a disposition toward alveolar char- 
acter. The groups and cords of cells were separated 
by a hyaline, fibrous connective tissue in which 
could be distinguished numerous young blood ves- 
sels. The adipose tissues likewise showed epithelial 
cords with analogous structure. 

In addition to these findings there were present 
tiny, submiliary nodules in which epithelioid cells 
and giant cells of the Langhans type could be plainly 
observed. In a few places small isolated cystic 
formations could be seen. 

The histologic diagnosis was epithelioma of the 
breast associated with miliary tuberculosis and the 
formation of cysts of the mammary gland. 

The author believes that the epithelioma was 
primary and that it was the causal factor in the 
development of the miliary tuberculosis either by 
arousing a defense reaction of the whole body which 
then engendered a reawakening of an inactive pre- 
vious local tuberculous process, or by its growth 
which produced a minor local resistance favoring 
the localization of tubercle bacilli from other lesions 
in the body. Repeated roentgenologic examination 
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had failed to uncover any evidence of pulmonary 
tuberculosis, which could be assumed to exist. 

The report of this case is of interest in that it is 
another confirmation of the pretty well refuted 
theory pertaining to the mutual antagonism be- 
tween carcinoma and tuberculosis. The apparent 
antagonism, particularly in the female breast, can, 
in the author’s opinion, be ascribed to the fact that 
tuberculosis is very rare in the female breast and 
occurs as a rule at a very early age, whereas car- 
cinoma is an affection of the later years. 

Joun W. BRENNAN, M.D. 


Cancer of the Breast. A Clinical Study of 1,042 
Cases Treated at Radiumhemmet from 1936 to 
1941. Brenct, A. NonrMAn. Acta radiol., Stockh., 
1949, Supp. 77. 


Nohrman reviews 1,042 cases of cancer of the 
breast examined at Radiumhemmet between 1936 
and 1941. All the patients were followed up until 
January 1, 1947, when the investigation was con- 
cluded or death had intervened. The 5 year results 
were thus calculated on the basis of the entire 
material. 

Histological examinations were made in every 
operative case with the exception of 6, in which the 
patients, however, died of generalized carcinosis 
within 5 years of the operation. In order to include 
only cases of unequivocal cancer of the breast, 
Paget’s eczematous disease in itself was not accepted 
as cancer, nor was precancerous fibroadenomatosis 
with suspected development into cancer. 

The tumor was localized to the left breast in 51.5 
per cent of the cases, to the right breast in 47.0 per 
cent, and in 1.5 per cent there were tumors in both 
breasts. Nine cases of cancer of the breast were seen 
in men. 

The group must be considered a partially selected 
one, inasmuch as the prognostically most favorable 
cases were not readmitted to Radiumhemmet for 
treatment. 

Sanguineous discharge from the nipple coincident 
with a tumor indicates cancer of the breast in the 
majority of cases. When the former symptom is 
present without a palpable tumor there appears to be 
considerable risk that cancer will develop despite 
irradiation. 

Biopsy cannot be shown to involve any increased 
risk for the patient, provided that it is followed by 
radical mastectomy within 3 days when microscop- 
ical examination reveals cancer. 

Preoperative irradiation appears to have brought 
about an improvement of the prognosis in the most 
unfavorable cases, approximately 15 per cent of the 
radical mastectomies. In the remaining cases no dif- 
ference can be demonstrated between the results of 
treatment with combined preoperative and post- 
operative irradiation and with postoperative ir- 
radiation alone. However, as it is impossible to 
determine with certainty from the clinical examina- 
tion if the case in question is an advanced one from 
the histological point of view (metastases in several 
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axillary lymph nodes and periglandular growth of 
cancer), preoperative irradiation should be given in 
all cases of cancer of the breast. 

It appears probable that postoperative irradiation 
would be more successful if it were concentrated to a 
single series of larger doses, with particular interest 
focused on the parasternal and supraclavicular lymph 
nodes. 

No indications for routine castration of all oper- 
able patients are found, unless this is aimed at pre- 
venting pregnancy, as the prognosis after the meno- 
pause is not better than before it. On the other hand, 
castration appears to be a valuable additional meas- 
ure in skeletal carcinosis in women of child-bearing 
age. 

There appears to be a tendency to a poorer prog- 
nosis in cancer of the breast in connection with preg- 
nancy and before the age of 35 years. 

After freedom from symptoms for 5 years, metas- 
tases developed in 10 per cent of 767 patients who 
underwent radical mastectomy; the same figures 
were found in Stage I as in Stage II. The risk of 
spreading the tumor is nevertheless greater in Stage 
II than in Stage I. This is due to the fact that fewer 
patients in Stage II are alive and free from symptoms 
after 5 years and they are thus exposed to the risk of 
metastases after this period. 

There is no support of the hypothesis that metas- 
tases have an earlier onset in patients treated with 
irradiation preoperatively. 

STEPHEN A. ZIEMAN, M.D. 


Anatomopathologic Investigations in Preopera- 
tively Irradiated Breast Cancer (Pathologisch- 
anatomische Untersuchungen beim praeoperativ 
bestrahlten Brustkrebs). Ernst STENGER. Chirurg, 
1950, 5: 292. 

To get an idea of the advantages and disadvan- 
tages of preoperative irradiation of mammary car- 
cinoma, the author has used the following technique 
in Io Cases. 

With 40 cm. of distance and 1 mm. of copper half- 
value layer he administered 200 roentgens daily for 
20 days to a supraclavicular field, a medial mammary 
field, and, in accord with the size of the breast, also 
a lateral field. The dosage was 10 per cent lower for 
the axillary field because of the greater sensitivity of 
the skin. He noted in all cases that the tumor 
decreased more or less in size, and that the axillary 
and supraclavicular lymph nodes became smaller or 
impalpable. However, since living cancer cells, 
undamaged or damaged but still capable of re- 
covery were practically always still demonstrable in 
the breast and the lymph nodes, radical operation 
was necessary. No carcinoma cells could be found in 
one breast, but there were some still present in the 
lymph nodes. The microscopic changes found in the 
cancer cells corresponded to those observed hereto- 
fore by other investigators. 

Operation was performed only after complete 
healing of the roentgen damage to the skin, thus 
from 8 to 10 weeks after completion of the irradia- 
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tion. Sections were taken from all parts of the re- 
moved specimen and were studied histologically, 
and then compared to sections of nonirradiated 
cases. In general it can be stated that no significant 
data that militate against intense preliminary irradi- 
ation of the tumor were found. To be noted espe- 
cially was the marked destruction of the elastic 
fibers, which explains the decreased elasticity of the 
tissue after irradiation. Eight of the ro patients 
healed primarily. Occasionally, there were small 
border necroses of the skin which took quite some 
time to heal. If in addition an infection occurred, 
the difference in the course was striking when com- 
pared to that of nonirradiated cases. This danger of 
preliminary irradiation is real, but can be reduced by 
careful attention to asepsis, and especially by limita- 
tion of biopsy excisions in clinically certain carci- 
noma, also by the delay of irradiation until complete 
healing of the biopsy wound, or by the use of biopsy 
puncture. The number of cases studied is still too 
small to allow valid conclusions. 
RICHARD KEMEL, M.D. 


Treatment of Carcinoma of the Breast Developing 
in the Course of Pregnancy (Traitement du can- 
cer du sein survenant a l’occasion de la grossesse). 
M. Darcent, M. MAyer, and A. ARCHAMBAUD. 
Lyon chir., 1950, 45: 435. 

Carcinoma of the breast in the course of preg- 
nancy is very rare and very malignant. The authors 
were able to collect from the literature only 72 cases 
and have unpublished records of 20 more. 

While progesterone and androgens apparently do 
not possess a carcinogenic effect, folliculin plays an 
important role in the genesis of carcinoma. There is 
clinical and experimental evidence that lactation 
inhibits the progress of the carcinomatous process. 
Such observations prohibit haste in removal of the 
malignant growth and render weaning inadvisable. 
With the exception of the very rare and very 
malignant conditions, such as carcinomatous masti- 
tis, the more frequent types, including the pseudo- 
inflammatory tumor, should be submitted to radical 
surgery and roentgen therapy toward the end of the 
lactation period. 

As the milk of a cancerous mother may be dan- 
gerous for the nursling, artificial feeding should be 
employed. 

Castration, which inhibits the normal mammary 
secretion, should be avoided, at least during the 
first few weeks after delivery. 

There is a consensus of opinion that a young 
woman treated for cancer of the breast should never 
become pregnant. However, the authors do not 
recommend surgical or roentgen castration in such 
instances. JosEpuH K. Narat, M.D. 


Sarcoma of the Breast. Ratpn P. SmitH and J. 
AVERY VAUGHAN. Canad. M. Ass. J., 1950, 62: 584. 


During the 17 year period from 1932 to 1948, at 
the Pathological Institute of Halifax, Nova Scotia, 
the authors observed 1,378 malignant breast tumors 
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of which only 12 (0.78%) were sarcomatous. Most 
of these were fibrosarcomas or adenofibrosarcomas. 
Outstanding in the clinical history is the remark- 
able rapidity of growth of either the primary lesion 
or the local recurrence. The diameter of one sar- 
coma increased from % inch to § inches in 1 week. 
Four characteristic case histories are reported. 
In a follow-up of 12 patients with sarcoma of the 
breast, 2 were found to be well and without signs 
of recurrence 6 and 12 years after radical mastec- 
tomy and simple wide excision, respectively. There 
is a marked tendency toward local recurrence after 
local removal of the mass or after simple mastec- 
tomy. Early wide resection with removal of the 
pectoralis muscles, but usually without axillary dis- 
section, is advocated. Tuomas Lane STOKEs, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Anomalous Arteries to the Lung Associated with 
Congenital Pulmonary Abnormality. ANDRE 
BruwER, O. THERON CLAGETT, and JOHN R. Mc- 
Donatp. J. Thorac. Surg., 1950, 19: 957. 


The concept of pulmonary sequestration or bron- 
chopulmonary dissociation associated with anoma- 
lous arteries from the aorta to the lower lobes of the 
lungs has been discussed adequately in the literature 
only by Pryce and his associates. In view of the sur- 
gical importance of this condition and pathologic 
interest in it, the authors wish to review the subject 
further, add 5 cases of their own (1 of which has 
already been reported in the literature), and draw 
attention to the report of an interesting case by 
Rosenthal which tends to strengthen the concept of 
sequestration as advanced by Pryce. 

The concept of intralobar bronchopulmonary se- 
questration and its relationship to associated anoma- 
lous arteries from the aorta is a concept of cause and 
effect. The reasoning of Pryce, that the anomalous 
artery is a primary factor and that in many cases in 
which it occurs it causes sequestration of a portion 
of the lower lobe, is logical and is substantiated by 
the pathologic picture. It is a more reasonable way 
of regarding this condition than the argument which 
puts sequestration first and the anomalous vessel 
second. 

Intralobar sequestration of itself is not a new 
entity. Most congenital cysts of the lung, wherever 
situated in its substance, may be regarded as ex- 
amples of sequestration. In situations other than the 
lower lobes, anomalies of the vascular supply are not 
evident, and other causes have to be considered in 
these cases. There is, however, no proof that anom- 
alies of the intrapulmonic course of the branches of 
the normal pulmonary artery and vein may not be 
causal factors. 

Rosenthal’s case is of special interest. It suggests 
that many patients heretofore regarded as having 
only a congenital cystic condition may have similar 
and up to the present time unrecognized vascular 
anomalies in addition. Further evidence for this 
conjecture is the fact that the vessels associated with 
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the walls of congenital cysts of the lung may be 
hypertrophied and large in number, making the tis- 
sue extremely vascular. 

Moersch and Clagett found that intermittent at- 
tacks of fever ‘“‘were often present” in cystic disease 
of the lungs. They added that it is ‘“‘not uncommon 
for such episodes to be diagnosed erroneously as 
pneumonia.” To obviate such a mistake in diag- 
nosis it is advisable that any patient who presents a 
history of intermittent episodes of fever and cough 
with purulent expectoration, often with pain in the 
thorax, should be suspected of having cystic disease 
of a lung. If roentgenologic examination localizes 
evidence of disease to a lower lobe, intralobar se- 
questration associated with an anomalous artery 
must be considered. 

The pathology of intralobar sequestration makes 
it apparent that the only adequate treatment is 
lobectomy. Symptoms will usually commence with- 
in the first 2 decades of life. In view of the postnatal 
growth of pulmonary tissue by means of the addition 
of more alveolar units, a process which continues for 
some years, it would seem that lobectomy should, 
when feasible, be done without delay. 

Whenever cystic disease of a lower lobe is sus- 
pected and operation is to be performed, the possi- 
bility of the presence of a large anomalous artery 
from the thoracic or abdominal aorta or from the 
celiac axis to the lower lobe must be borne in mind. 

In the examination of gross specimens in cases of 
anomalous artery associated with bronchopulmonary 
sequestration, cutting the fixed pulmonary tissue 
into thin slabs appears to be a useful method. The 
relationship of tissues to each other and to the 
branches of the anomalous vessel are easily studied. 
In view of what has been postulated concerning 
congenital cysts and similar unrecognized vascular 
anomalies, it would seem profitable to use the same 
method for examining congenital cysts not asso- 
ciated with an obvious anomalous artery. 

Anomalous arteries to the lower lobes of the lungs 
make the lobe which they supply an interesting 
laboratory for the study of the effects of raised pres- 
sures in the pulmonary vascular system. It has been 
shown that in a number of cases wide vascular com- 
munications exist between the anomalous artery and 
the pulmonary arteries. Therefore, studies of gas 
tension and blood pressure by means of catheteriza- 
tion, roentgenoscopic study during injections of 
radiopaque material, and subsequent anatomic study 
of the surgically removed specimens by means of the 
newer methods of plastic injection and corrosion, 
together with histologic study, would enable the 
correlation of physiologic, anatomic, and pathologic 
aspects of altered pulmonary arterial pressures. 


Tobacco Smoking as a Possible Etiologic Factor in 
Bronchiogenic Carcinoma. A Study of 684 
Proved Cases. Ernest L. WyNDER and Evarts A. 
GraHaM. J. Am. M. Ass., 1950, 143: 329. 


There is general agreement of a greatly increased 
incidence of bronchiogenic carcinoma both in the 





















United States and in the world during the past half 
century. The similarity of the curve of increased 
cigarette sales to that of the increased prevalence of 
primary cancer of the lung have suggested to many 
that smoking, and particularly cigarette smoking, 
may be important in the production of bronchiogenic 
carcinoma. However, well controlled and large scale 
clinical studies have been lacking. 

This study of the smoking habits of 684 patients 
with proved bronchiogenic carcinoma and of 780 
noncancerous patients is an attempt to evaluate the 
importance of tobacco smoking as a cause of lung 
cancer. Of the cancer patients, 605 male and 25 
female had epidermoid or undifferentiated and un- 
classified carcinomas, and 39 male and 15 female had 
adenocarcinomas. Great care was exercised to ob- 
tain accurate information by means of special inter- 
views. Smoking habits were classified into 6 groups 
based on cigarette consumption over a 20 year period. 
Pipe and cigar smokers were included with arbitrary 
adjustments of one pipeful counting as 2.5 cigarettes 
and one cigar as five cigarettes. Light smokers were 
classified as smoking 1 to 9 cigarettes daily, mod- 
erately heavy smokers 10 to 15, heavy smokers from 
16 to 20, excessive smokers 21 to 34, and chain 
smokers 35 or more. Age adjusted groups were com- 
pared in each classification of smokers. Three inde- 
pendent studies checked against each other produced 
similar results. 

About 84.5 per cent of general hospital patients 
are smokers. Those with chest diseases other than 
cancer smoke about the same amount as do the 
general male jospital population. 

In men with lung cancer the percentage of heavy 
smokers is much higher. Among 605 men with 
bronchiogenic carcinoma, other than adenocarci- 
noma, 96.5 per cent were moderately heavy to chain 
smokers for many years, compared with 73.7 per cent 
among the general male hospital population without 
cancer. Among the cancer group 51.2 per cent were 
excessive or chain smokers, compared to 19.1 per 
cent in the general hospital group without cancer. 

The occurrence of carcinoma of the lung in a male 
nonsmoker or minimal smoker is rare (2.0 per cent). 

In women tobacco seems to play a similar but 
somewhat less evident role in the induction of epider- 
moid and undifferentiated carcinoma. Among this 
group 15 of 25 (60%) were smokers. 

The duration of smoking appears to be an im- 
portant factor. Ninety-six and one-tenth per cent of 
the patients with cancer of the lungs had smoked for 
over 20 years. Few women have smoked for such a 
length of time, and this is believed to be one of the 
reasons for the greater incidence of the disease among 
men today. 

There may be a lag period of to years or more 
between the cessation of smoking tobacco and the 
occurrence of clinical symptoms of cancer. 

Cigarette smoking in particular is associated with 
cancer of the lung. Ninety-four and one-tenth per 
cent of the male patients with cancer of the lungs 
were cigarette smokers, 4.0 per cent, pipe smokers, 
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and 3.5 per cent, cigar smokers. This prevalence of 
cigarette smoking is greater than among the general 
hospital population in the same age group. The 
greater practice of inhalation among cigarette 
smokers is believed to be a factor in the increased 
incidence of the disease. 

Adenocarcinoma seems much less influenced by 
smoking habits than are other types of bronchiogenic 
carcinoma. FRANK B. QuEEN, M.D. 


Intrapericardial Anatomy in Relation to Pneu- 
monectomy for Pulmonary Carcinoma. JoHN 
E. HEALEY, jR., and JoHN H. Gipson, jr. J. Thorac. 
Surg., 1950, 19: 864. 

The surgical anatomy of the intrapericardial ves- 
sels was studied in 185 adult cadavers. In addition 
to the transverse sinus, a left pulmonary recess, a 
postcaval recess, and a right pulmonary recess were 
described. The left pulmonary recess was bounded 
by the left pulmonary artery, the left superior pul- 
monary vein, and the vestigial fold of Marshall. 
The postcaval recess was bounded by the superior 
vena cava, the right pulmonary artery, and the right 
superior pulmonary vein. The right pulmonary 
recess was situated between the superior and in- 
ferior pulmonary veins. In 25 per cent of the cada- 
vers, the left pulmonary veins formed a common 
trunk with more than four-fifths of its circumference 
protruding into the pericardial sac. On the right 
side the incidence of a common pulmonary venous 
trunk was only 3 per cent. In the majority of cases 
the common pulmonary vein was formed at the 
edge of the pericardial sac. In a small percentage the 
vessels entered the left atrium independently. Pul- 
monary venous drainage into the systemic circula- 
tion was occasionally noted. The upper left pul- 
monary vein was best freed by dividing the fold of 
Marshall which could be located between the pul- 
monary artery and the left superior pulmonary vein. 
In approximately 13 per cent a patent small left 
superior vena cava persisted in the fold of Marshall. 

Intrapericardial ligation of the pulmonary vessels 
permitted radical resection of the tung, especially 
when the hilar markings were obliterated. The 
right pulmonary artery could be easily exposed in 
the region of the transverse sinus, especially when a 
large growth had invaded the right main bronchus. 
The intrapericardial approach to the main vessels 
provided added length to these structures for better 
mobilization and more secure ligation. 

B. G. P. SHartrorr, M.D. 


An Evaluation of Apicolysis in Thoracoplasty. F. 
HacGn-MEINcKE. J. Thorac. Surg., 1950, 19: 853. 


The operation of apicolysis was devised to collapse 
the oblong vertical residuary cavity in the apical 
area of the lung. The principles of the Semb extra- 
fascial apicolysis thoracoplasty involve the follow- 
ing: (1) apicolysis by dissection in the extrafascial 
layer, (2) radical rib resection of the area of api- 
colysis, and (3) mobilization of the rib periosteum 
over the collapsed lung apex. 
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A series of 148 patients subjected to apicolysis 
thoracoplasty were analyzed. Permanent results 
after 5 years indicated that 48 per cent were classi- 
fied as healthy, 23 per cent as ill, and 29 per cent as 
dead. Compared with the results in a control group, 
the postoperative results did not seem to be signif- 
icantly affected by apicolysis. 

Apicolysis was of no value when applied to in- 
fraclavicular and middle zone cavities. Purely apical 
cavities of the medial or lateral types responded best 
to apicolysis. There did not seem to be any special 
advantage of apicolysis when combined either with 
apical thoracoplasty, upper lobe thoracoplasty, or 
total thoracoplasty. 

Wound infection occurred in 19 per cent of the 
apicolysis thoracoplasties. Several were extensive 
and involved the subscapular space. 

The conclusion derived from this study did not 
justify the routine use of this procedure. 

B. G. P. SHAFrROFF, M.D. 


Experiences with the Surgical Resection of the 
Human Carina, Tracheal Wall, and Contra- 
lateral Bronchial Wall in Cases of Right Total 
Pneumonectomy. Oster A. ABBotr. J. Thorac. 
Surg., 1950, 19: 906. 

Forty to 45 per cent of bronchiogenic carcinomas 
arise in an upper lobe, and approximately 50 per 
cent of all pulmonary carcinomas are inoperable 
when first diagnosed. The highest proportion of 
inoperable cases consists of patients with upper lobe 
lesions, some 70 to 80 per cent of upper lobe tumors 
(carcinomas) being inoperable. More right than 
left upper lobe tumors are inoperable because of 
invasion of the superior vena cava, or the tendency 
of right upper lobe carcinomas to extend upward 
along the right lateral tracheal wall, or to invade 
the carina and medial wall of the contralateral 
bronchus. Clagett and his associates have pointed 
out the tendency for bronchiogenic carcinoma to 
iravel in a cephalad direction along the trachea and 
bronchus, and they have suggested that one should 
resect 1.5 to 2.5 cm. proximal to the gross bronchial 
lesion. 

The author presents his experience in attempting 
to extend the indications for resection in the right 
upper lobe carcinomas. At the time of removal of 
a right lung the proximal stump is examined by froz- 
en section technique. If there is evidence of sub- 
mucosal extension of the tumor, or if direct ex- 
amination of the resected specimen shows an in- 
adequate margin for safety, then the surrounding 
tracheal wall, carina, or contralateral bronchial wall 
is removed until an adequate margin has been ob- 
tained. 

The first patient who was treated according to 
this plan was left with a large oval defect extending 
one inch up the right lateral tracheal wall, and the 
carina, together with a portion of the medial wall of 
the left main-stem bronchus, was removed. When 
the mediastinum was retracted slightly to the right, 
inward projection of the remaining left bronchial 
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wall produced obstruction to the airway. This, 
plus the inward compression that would be possible 
by right hemithorax pressure, indicated that a non- 
rigid graft would not be suitable to close the defect. 
It proved possible to close the opening by trans- 
verse suturing of the longitudinal wound. This en- 
larged the opening and also swung the left bronchus 
more into the midline. The closure was covered with 
a pleural graft. However, after this satisfactory 
closure it was noted that positive pressure anes- 
thesia produced a deviation to the right, with air- 
way obstruction; this relented when <he positive 
pressure was discontinued, and the mediastinum 
was allowed to assume a position slightly to the left 
of the midline. Immediately after operation and 
throughout the postoperative recovery period it 
was necessary to maintain a positive pressure pneu- 
mothorax. Refills were given constantly during the 
first 6 weeks after operation. After that time an 
increasing interval was allowed, but the mediasti- 
num tended to assume a position slightly to the right 
of the midline and when injections of air could not 
control this condition, plasma was instilled into the 
pleural cavity with success. The patient recovered 
with no other difficulties. 

A second patient had a similar operation and 
postoperative course. Three months postoperatively 
she developed severe nausea, vomiting, and lower 
left chest pain. Acute dilatation of the stomach 
and some atelectasis in the left} lower lung field 
were noted and treated. Bronchoscopy revealed 
marked obstruction of the repair site due to kinking 
of the trachea toward the right. The patient had 
immediate relief of the symptoms enumerated after 
the injection of air into the right chest produced a 
positive pressure there. However, recurrent similar 
episodes which responded less well to the same treat- 
ment resulted in laparotomy, at which no organic 
lesion of the pylorus was discovered. Injection of 
plasma into the right chest under considerable pres- 
sure alleviated the gastrointestinal symptoms. Plas- 
ma has been injected periodically since that time. 
The author believes that some reflex mechanism 
originating in mediastinal displacement caused the 
abdominal symptoms. The patient was alive, with- 
out evidence of recurrent disease, 8 months after the 
original pneumonectomy. Two other patients were 
operated on and the same technique was used. One 
patient died 2 weeks after the operation from me- 
tastatic disease, with the suture site well healed. 
Difficulties with the airway when the mediastinum 
was displaced to the right were again encountered. 

A fifth patient had a repair over a glass tube; the 
usual technique could not be used because of the 
size of the defect. A pleural graft was used to sur- 
round the glass tube. Postoperatively, the patient 
did not experience the difficulties associated with 
displacement of the mediastinum to the right. How- 
ever, excessive secretions and a pneumonitis de- 
veloped and was followed by an empyema on the 
right. This patient died 20 days after being op- 
erated upon. The pleural graft was intact, the glass 
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tube was in good position, but there was superficial 
necrosis of the bronchial mucosa at all points at 
which the glass tube had been in contact. 

A routine tracheotomy, for the control of secre- 
tions, was done immediately after operation in all 
5 instances. A sixth patient has also been operated 
upon with early favorable results. 

Beatty H. Ramsay, M.D. 


HEART AND PERICARDIUM 


Retrograde Arteriography in the Diagnosis of Car- 
diovascular Lesions. Coarctation of the Aorta. 
NorMAN E. FREEMAN, EARL R. MILLE, H. Bropie 
STEPHENS, and Mary B. Oitney. Ann. Int. M., 1950, 
32: 827. 

Coarctation of the aorta is now amenable to sur- 
gical correction. If untreated, most of the patients 
die at an early age. The diagnosis of the condition is 
not difficult and should be suspected in all children 
and young adults with hypertension. Diminution or 
absence of the femoral pulse will frequently support 
the diagnosis; search should then be made for evi- 
dence of increased collateral circulation about the 
upper thorax. Roentgen examination of the thorax 
is valuable but not infallible, since notching of the 
ribs is not invariably seen. A dilated left subclavian 
artery and an absence of the aortic knob may also be 
seen on roentgenography. Demonstration of the 
lesion by angiocardiography, with the intravenous 
use of diodrast, may aid in the diagnosis, although 
demonstration of the stenotic segment is not often 
entirely satisfactory. The dilated collaterals can be 
seen, as well as an absence of filling of the aorta, but 
the concentration of the dye may be insufficient to 
outline clearly the stenotic region. 

The authors, therefore, believed that the introduc- 
tion of the radiopaque material into the aorta di- 
rectly above the zone of narrowing would give more 
satisfactory results. Because the left common caro- 
tid artery arises from the aortic arch proximal to the 
usual location of the constriction, this vessel was 
chosen for retrograde injection. 

By this procedure it is possible to show not only 
the exact location of the coarctation but also the 
degree and extent of the stenosis. As a result of its 
use, unnecessary thoracotomy was avoided in 4 of 
the cases reported. 

In 13 of the 15 cases studied, retrograde arteri- 
ography was satisfactory. The technique is de- 
scribed in detail. SAMUEL Kaun, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Esophageal Hiatal Hernia. Louis H. CLerr, THOMAS 
A. SHALLow, F. JOHNSON PuTNEY, and KENNETH E. 
Fry. J. Am. M. Ass., 1950, 143: 169. 


Esophageal hiatal hernia is primarily encountered 
in middle and later life, although the symptoms may 
begin in childhood when the hernia is congenital in 
origin. The outstanding primary symptom in the 
IIO cases reviewed was dysphagia, followed by pain, 
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indigestion, regurgitation, lodgment of food, hemor- 
rhage, weakness, loss of weight, and hoarseness. 

Diagnosis was effected by roentgenography and 
esophagoscopy. Errors in previous diagnoses were 
common. Many of the patients had had more than 
one clinical diagnosis, and operations were per- 
formed on some without relief. The errors varied 
widely, ranging from coronary artery disease to 
foreign bodies in the esophagus. 

Treatment consisted in medical and mechanical 
procedures. The medical treatment comprised a 
bland, low residue diet, thorough mastication, elim- 
ination of bulky foods, and swallowing of small 
amounts at a time. Liquids taken with a meal aid in 
washing down the food bolus. Antispasmodic drugs 
and alkalies were used to relieve pain by counteract- 
ing the gastric acidity in the lower end of the esoph- 
agus from the incompetent hiatus. Mechanical treat- 
ment consisted in relief of the obstruction by dilata- 
tion and the treatment of ulcerations by topical ap- 
plications. 

In patients requiring surgical procedures, repair of 
the defect is the treatment of choice. In this group 
of patients, 34, or 31 per cent, were advised that 
surgical intervention was indicated. Of these, 16 
were operated on. Eight patients who were poor 
operative risks were subjected to phrenic exeresis 
under local anesthesia. Eight had repair of the de- 
fect in the diaphragm with replacement of the 
stomach into the peritoneal cavity. 

STEPHEN A. ZIEMAN, M.D. 


Balloon Tamponade for the Control of Hemorrhage 
from Esophageal Varices. Rosert W. SENGsTA- 
KEN and ARTHUR H. BLAKEMORE. Ann. Surg., 1950, 
131: 781. 

The authors’ interest in the subject of balloon 
tamponade of the esophagus arose some 10 years ago 
when first taking portal pressure readings in cases of 
portal hypertension. These pressure readings gave 
a clue to the magnitude of pressure that would be 
necessary to collapse veins in the coronary eso- 
phageal collateral circuit. 

By experiment it was determined that pressures of 
from 20 to 30 mm. of mercury could be tolerated by 
the esophagus for considerable periods of time. 
Knowing the relatively low magnitude of pressure 
necessary to collapse esophageal varices, the authors 
hoped that traction upon a nasogastric tube bearing 
an inflated balloon in the stomach would be the 
simplest solution to the problem of hemorrhage. It 
is a fact that if sufficient traction is applied to a 
nasogastric tube bearing an inflated balloon in the 
stomach, hemorrhage will cease. The balloon makes 
contact with and compresses the coronary veins at 
their junction with the esophageal veins and thus 
prevents the flow of portal blood through this col- 
lateral circuit. 

The specially designed esophageal balloon has 
been employed for the control of bleeding from eso- 
phageal varices in 30 patients with outstanding suc- 
cess. There were no deaths from shock due to hemor- 
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rhage and many pints of blood were saved. In addi- 
tion to their efficiency in stopping hemorrhage, an 
asset of primary importance of the tube and balloon 
is the fact that they are well tolerated by the average 
patient and may be employed for long periods of 
time. 

Instructions for passing the tube are given, and 
case histories showing the practical character of the 
device are cited. STEPHEN A. ZIEMAN, M.D. 


Posterior Mediastinal Goiter with Pleural Evolution 
(Struma mediastinico posteriore ad evoluzione pleu- 
rica). LEonmA MANzoccui. Chirurgia, 4: 413. 


At a routine medical examination for displaced 
persons wishing to leave the country, a man of 46 
was found to have a posterior mediastinal mass, 
the size of a melon, which bulged into the upper 
right pleural cavity without causing any subjective 
symptoms. The mass was thought to be a neurinoma 
and was removed by the lateral transthoracic ap- 
proach. Histologic examination revealed that it was 
a microalveolar colloid goiter. The interest of this 
case lies in the following observations: 

The mass had no connection with the thyroid 
which was in its normal cervical position. It was 
covered by the mediastinal pleura and depressed 
the upper lobe of the right lung. It had undoubtedly 
originated in the posterior mediastinum laterally to 
the trachea and the esophagus which were not dis- 
turbed by its growth. It was an aberrant goiter in 
lower and lateral ectopy. The concepts about the 
origin of these lateral ectopic goiters are still divided. 
However, it seems logical to accept the theory that 
they come from the middle thyroid bud which in 
many cases shows a great tendency to descend deep 
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into the thorax. Its lateral position may be the result 
of a secondarily acquired eccentric development. 

Despite the hardships suffered by the patient who 
had been interned in a concentration camp for several 
years, the tumor had not given him the slightest 
trouble. This absence of subjective symptomatology 
is exceptional in endothoracic goiter and finds its 
explanation in the peculiar position assumed by the 
tumor in the thoracic cavity. Under the circum- 
stances, it is not surprising that the diagnosis turned 
toward the most frequent tumor in this locality, the 
neurinoma, which, from the roentgenologic point of 
view, presents a picture that can be exactly super- 
imposed on that found in this case. It certainly 
would have been difficult to think of an intrathoracic 
goiter, which presents a totally different clinical 
picture dominated by the complex mediastinal syn- 
drome (circulatory, respiratory, and digestive dis- 
turbances), or at least by some of its components. 
Only the intervention and the histologic examination 
of the specimen could establish the diagnosis with 
certainty. 

The tumor was approached by the right lateral 
transpleural route with the patient lying on his 
healthy side. This approach has in the past years 
been losing some of its popularity in favor of other 
routes which in individual cases or even in some 
groups of cases offer undoubted advantages over the 
former. However, in doubtful cases the author’s 
preference goes to the lateral approach which offers 
the great advantage of allowing complete exploration 
of the thoracic cavity and its contents. In the 
present case it made possible the complete removal 
of the tumor with a minimum of operative trauma. 

j RIcHARD KEMEL, M.D. 

















ABDOMINAL WALL AND PERITONEUM 


Surgical Technique in Operations for Incarcer- 
ated Obturator Hernia. Clinical Contribu- 
tion. (A proposito della tecnica chirurgica nell’ope- 
razione per ernia otturatoria strozzata. Contributo 
clinico.) NicoLta Toro. Ann. ital. chir., 1950, 27: 91. 


A 46 year old woman, married and with two 
previous abortions, in a period of perfect good health 
suddenly developed abdominal pains in the umbilical 
and lower abdominal regions. There was complete 
stoppage of feces and of gas. Examination disclosed 
a bloated abdomen, pallor, dry tongue, rapid pulse, 
and superficial and rapid respirations. The abdomen 
was painful to palpation, especially in the lower 
quadrants, there was a moderate degree of muscular 
defense and during the crises of pain there could be 
detected in the hypogastrium a localized resistance, 
as of a contracted intestinal loop. 

At laparotomy the ileum was enormously dilated 
and from the cecum on the intestinal tract was 
collapsed. Just proximal to the cecum a loop of 
intestine was incarcerated in the right obturator 
canal. With the patient in the Trendelenburg 
position and the dilated intestinal loops carefully 
blocked off, the obturator membrane was cut back- 
ward and slightly externally with a button-tipped 
bistoury. The loop thus liberated was necrotic and 
presented a perforation along the line of pressure in 
the constricting neck of the hernial sac. This ne- 
crotic portion of the terminal ileum, comprising 10 
cm. of intestine, was excised and a terminoterminal 
anastomosis done. 

It did not seem practicable to remove the hernial 
sac itself and a blind attempt was made to close its 
neck with a couple of catgut sutures. The patient 
died the following day of cardiorenal insufficiency. 
No autopsy examination was made. 

Following this unfortunate, though unavoidable, 
failure, the author did some work on a cadaver and 
came to the conclusion that the external approach 
to obturator hernia should be, in general, the pre- 
ferred one. For this operation the technique pro- 
posed recently by Pettinari (Ann. ital. chir., 1948, 
I: 1) is accepted as the standard and is only modified 
by the author with a minor supplementation. 

Pettinari’s technique consists essentially in the 
exposure of the obturator area through a long an- 
terior longitudinal incision over the crural region. 
The pectineus muscle is detached to expose the 
hernial sac, and the sac and contents are handled 
in the usual manner for an incarcerated or non- 
incarcerated, vital or necrotic, intestinal loop, and 
then the repair is attempted. For repair purposes 
the inguinal ligament and the ligament of Gimbernat 
are largely exposed. These two structures are then 
turned down in a large pediculated fascial flap which 
is turned in over the obturator foramen and stitched 
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to its edges. The pectineus muscle is then recon- 
structed and the wound closed. 

The described technique corrects the weakness 
present in the obturator foramen but does not plug 
the obturator canal and therefore does not guarantee 
against the most common form of recurrence of the 
hernia. This form is known as the third variety of 
obturator hernia of Picqué and Poirier and corres- 
ponds to the so-called interstitial obturator hernia 
of Richard. 

In order to plug the obturator canal, which is 
from 20 to 25 mm. in length, the author, after 
treating the hernial sac by excision or eversion, turns 
in a flap of muscle tissue taken from the sartorius 
and adductor muscles, and inserts it in such a man- 
ner as to fill the obturator canal completely. This 
muscle plug is then stitched to the pubic arch and 
the operation is continued in the manner described 
by Pettinari. 

Of course, in serious cases with severe complica- 
tions it may be necessary to open the abdomen; 
however, the author believes that in the cases where- 
in the diagnosis is certain the external route should 
be the primary one whether the hernia be large or 
small, incarcerated or nonincarcerated, partial (lat- 
eral), or involving the entire circumference of the 
intestinal tube. Joun W. Brennan, M.D. 


Further Experiences with the Inversion Operation 
for Indirect Inguinal Hernia. C. Craic. Med. 
J. Australia, 1950, 1: 622. 


The author believes that treatment by inversion 
of the sac of an inguinal hernia is superior to treat- 
ment by high ligation and excision of the sac. In 
130 cases in which the sac was treated in this man- 
ner, the recurrence rate was 3.8 per cent. At first 
the author simply inverted the sac into the perito- 
neal cavity with a probe, and there were 2 recur- 
rences among 16 patients so treated. Subsequently 
114 patients were treated by fixation of the inverted 
sac beneath the transversalis muscle. The recur- 
rence rate in this group was 2.6 per cent. The fol- 
low-up period for both groups was at least 18 
months. FREDERICK W. Preston, M.D. 


GASTROINTESTINAL TRACT 


The Association of Cancer of the Gastric Cardia 
with Partial Thoracic Stomach, Short Esopha- 
gus, and Peptic Ulceration. D. Wa pron 
SMITHERS. Brit. J. Radiol., 1950, 23: 261. 


The author reviews the evidence in support of 
the theory that the majority of cases diagnosed as 
short esophagus roentgenologically are primarily 
cases of hiatus insufficiency associated with spasm 
of the longitudinal muscle fibers of the esophagus. 
Both congenital shortening of the esophagus and ac- 
quired shortening due to cicatrization following ul- 








560 


ceration are comparatively rare. Herniation of the 
cardia into the mediastinum interferes with the valve 
control and allows acid to flow into the esophagus. 
Esophagitis and peptic ulceration may follow the 
regurgitation. Shortening of the esophagus due to 
contraction may result from reflex stimulation due 
to irritation from some abnormality in the esophagus 
or upper abdomen, and may either pull part of the 
stomach through the lax hiatus, or may follow 
herniation due to some other cause, when irritation 
due to regurgitation of gastric contents causes the 
contraction which then takes up the slack. In some 
cases the shortening may become permanent be- 
cause of fibrosis and fixation, but the comparative 
rarity of the cases and the way in which the hernia- 
tion can often be reduced at operation suggests that 
this does not usually occur. 

The development of cancer has been noted in a 
few of such cases. Four new instances are reported 
in this article. Three possible reasons for the asso- 
ciation are discussed: (1) that it may be a chance 
occurrence, (2) that the esophagitis that results may 
predispose to the development of cancer, and (3) 
that the carcinoma acts as an irritative focus causing 
contraction of the esophagus and at the same time 
increasing intra-abdominal pressure, so helping to 
dilate the esophageal hiatus and predisposing to 
herniation. Haroip Lauran, M.D. 


Carcinoma in a Herniated Gastric Cardia Asso- 
ciated with Short Esophagus. J. Dawson and 
H. G. Howe t Ricwarps. Brit. J. Radiol., 1950, 
23°'270. 

A case of carcinoma in a herniated gastric cardia 
associated with short esophagus is described and the 
literature is reviewed. The patient was a woman, 
76 years of age, who complained of increasing dys- 
phagia for only 6 weeks. After refusing operation 
she finally consented, 6 months later, after losing a 
great deal of weight. The lesion was resected but the 
patient died shortly thereafter. There are four the- 
oretical possibilities regarding the connection between 
carcinoma of the cardia and short esophagus: 

1. A congenital or acquired weakness of the dia- 
phragmatic hiatus leads to regurgitation of acid 
gastric juice into the esophagus; esophagitis follows, 
and fibrosis with contraction or alternative muscular 
spasm causes esophageal shortening, so that the 
gastric cardia is dragged into the thorax. Carcinoma 
developing in the herniated cardia might be fortui- 
tous or a direct result of cardiac gastritis. 

2. The congenital shortening of the esophagus 
with partial thoracic stomach, might become in- 
flamed because of retained acid secretion. Carci- 
noma develops later fortuitously, or as a result of 
the gastritis. 

3. A paraesophageal herniation of the gastric 
cardia at first might be unassociated with esophageal 
shortening; carcinoma developing in the cardia 
could be the origin of an esophagitis which later 
develops into fibrous contraction, or produces mus- 
cular spasm with shortening of the esophagus. 
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4. Carcinoma developing high in a normally 
situated cardia might be followed by esophagitis. 
The esophagitis might lead to shortening, with 
traction on the stomach and consequent herniation 
of the cardia into the thorax. 

The authors make no attempt to assess the relative 
value of these theories. Haroip LAurMan, M.D. 


Perforated Peptic Ulcer. An Assessment of the 
Value of Nonoperative Treatment. B. McN. 
Truscott and J. F. R. WitnycomsBe. Lancet, 
Lond., 1950, 1: 894. 

The authors report ona small series of patients with 
perforated peptic ulcer who were treated by the non- 
operative method. The patients were chosen quite 
at random, in accordance with the days they were 
admitted to the hospital. While the authors were 
prepared to reject any patient whom they considered 
unsuitable for conservative treatment for reasons of 
either a recent heavy meal, pyloric stenosis, gross 
flooding of the peritoneal cavity, or established 
peritonitis, they state that no such rejection had to 
be made. All of the patients came from a rural area 
in England. 

A criticism which might be made in considering 
the results of conservative treatment is that the 
diagnosis of perforated ulcer might be uncertain 
without the confirmation of a laparotomy. The 
authors therefore included only those cases in which 
the clinical diagnosis was “‘firm.”? One case which 
was confidently diagnosed by the authors as per- 
foration proved eventually to be cholecystitis. Con- 
servative treatment consisted essentially of keeping 
the stomach empty by means of a stomach tube and 
administering antibiotics. 

Twenty patients were treated by the conservative 
method; of these, 3 died, a mortality rate of 15 per 
cent. Thirty-seven patients were treated by surgery; 
of these 2 died, a mortality rate of 4.5 per cent. 
Obviously, such a small series does not withstand 
statistical analysis. 

Taking the advantages and disadvantages to- 
gether, the authors came to the following conclusions: 

The treatment of choice for most perforated 
ulcers is immediate laparotomy and closure of the 
perforation. The conservative method has a definite 
place in the treatment when (1) the diagnosis is in 
doubt between a perforation and a condition in 
which operation would be contraindicated, such as 
coronary thrombosis or diaphragmatic pleurisy; 
(2) the patient’s condition, whether as a result of the 
perforation or other causes, makes an operation in- 
advisable; (3) the signs are indefinite and a large 
perforation with much soiling of the peritoneal 
cavity is unlikely; and (4) good surgical facilities are 
not readily available. Harrop Lauran, M.D. 


Blind Intestinal Pouches Resulting from Lateral 
Anastomoses. Cari J. HEIFETz and H. R. SEN- 
TURIA. Surgery, 1950, 27: 673 


Several cases of blind intestinal pouches occurring 
after side-to-side intestinal anastomoses with divi- 

















sion of the bowel have recently come to the authors’ 
attention. That this complication of lateral anasto- 
mosis can occur has been known ever since the ex- 
periments of Cannon and Murphy in 1906. They 
demonstrated that stasis results at the anastomotic 
site following lateral anastomosis and division of the 
bowel, and in several instances the distal blind end 
of the proximal intestinal loop was shown to be 
dilated. Some of their conclusions, valid today, 
were (1) lateral anastomosis is unphysiologic, since 
it severs the circular muscle fibers at the anastomotic 
site and interferes with the proper propulsion of the 
intestinal contents; (2) the stasis thus created tends 
to enlarge the blind end of the intestine extending 
beyond the opening; (3) to prevent this pouch the 
anastomotic opening should be carried as close to the 
inverted end as possible; and (4) end-to-end anasto- 
mosis avoids this hazard. 

The cases which make up the authors’ series and 
those previously reported suggest that when side-to- 
side intestinal anastomosis is performed after divi- 
sion of the bowel, there is a tendency for the blind 
end of the afferent segment to dilate. The develop- 
ment of a pouch is perhaps partly dependent upon 
the length of the segment left distal to the anastomo- 
sis, as demonstrated by Pearse. But, since much 
shorter blind loops must have been left in the clinical 
cases than in Pearse’s dogs, there must be other 
causative iactors, such as the tonicity of the intestinal 
wall, the positioning of the replaced loops, and the 
stasis created by division of the circular muscle 
fibers. The frequency of this complication of lateral 
anastomosis cannot be ascertained from case reports 
at hand. Practically the only cases which come to 
attention are those producing serious symptoms. 

It is well known that some patients, following 
lateral anastomoses, develop vague symptoms of 
abdominal distress. These may include nausea, dis- 
tention, cramping pains, occasional episodes of 
diarrhea, weakness, and inability to gain weight. 
The symptoms can be so nebulous that they fail to 
impress the physician, or he explains them away with 
statements like “rundown after serious surgery” 
or “‘hadn’t had a chance to recover from operation,”’ 
or “adhesions have developed.” Realization that 
these symptoms can be produced by blind intestinal 
pouches may be consummated by recognition and 
correction. At least the indication is for careful 
roentgenologic study of the gastrointestinal tract in 
an endeavor to find a blind pouch, and perhaps for 
blood studies to find evidence of macrocytic anemia. 

The recognition of blind intestinal pouches from 
clinical and roentgenologic evidence perhaps will 
become a more common achievement. If these 
pouches are recognized, the decision of performing 
surgery should depend on the symptoms which can 
be attributed to the lesion rather than on the 
prophylactic considerations. Since blind pouches 
probably exist without producing symptoms, opera- 
tion in such cases could conceivably become surgical 
exercises. It should be remembered that these pa- 
tients have always had one or two previous opera- 





SURGERY OF THE ABDOMEN 


561 


tions-and that reorientation within an abdomen full 
of adhesions is not always simple. If a blind pouch 
is discovered during the course of an abdominal 
operation for another cause, the decision of what to 
do with the pouch depends on (1) the surgery al- 
ready done or contemplated, (2) the general condi- 
tion of the patient, and (3) the local considerations 
around the pouch, such as the size, shape, and at- 
tachments. 

If symptoms which interfere with the patient’s 
well-being arise from or seem to be traceable to a 
blind pouch, surgical exploration should be per- 
formed. This may take the form of emergency 
surgery, as for perforation; urgent surgery, as for 
partial obstruction; or elective surgery, as for ane- 
mia and various intestinal symptoms. The surgery 
should be either removal of the blind pouch or re- 
section of the entire anastomotic area and end-to-end 
union. The choice between the two would probably 
depend on the local technical considerations. If 
either choice is possible, the latter procedure is 
preferred because it leaves no chance of recurrence 
of the pouch. With either operation, results have 
been almost invariably successiul. 

BENJAMIN GOLDMAN, M.D. 


Contribution to the Study of Enormous Paraduo- 
denal Hernias (Contributo allo studio delle ernie 
paraduodenali permagne). Mario VENZONI and 
Ecinio De Nicotat. Chirurgia, 1949, 4: 467. 

Cases have been reported in the literature in which 
laparotomy or autopsy revealed the presence of a 
fine, fibrous, pearly membrane which formed a sac 
containing all or nearly all of the loops of the small 
intestine and had a common root with the mesen- 
teric insertion around the ligament of Treitz. The 
authors report a case in a woman of 23 who had 
symptoms of intestinal obstruction and was operated 
upon successfully. On the basis of 18 collected cases, 
they present the following remarks: 

Paraduodenal hernia is the most frequent of the 
internal hernias and occurs on the left side three to 
four times as often as on the right side. The youngest 
patient was 14 and the oldest 70, and in most cases 
the hernia occurred in the third decade of life. 
The development of these hernias requires a congen- 
ital weakness of the preformed paraduodenal fos- 
settes associated with an anomaly of development 
of the duodenojejunal mesenteric root. The hernia 
develops after birth and its progress may be accel- 
erated by special conditions. 

Most cases have been discovered accidentally at 
autopsy or found at exploratory laparotomy for high 
occlusion of the small intestine. Consequently, there 
may be no symptoms, or the symptoms may be 
simply those of obstruction. Sometimes the symp- 
tomatology may be rather characteristic and there 
will be small colic spasms with epigastric pain occur- 
ring a few hour. after meals and associated with 
eructations, metcorism, and sometimes vomiting. 
During the attack the patient may note the appear- 
ance of a globular mass in the right or left quadrant; 
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this disappears after a while with marked intestinal 
gurgling. The volume of the mass may vary from 
that of a fist to that of an adult head. Its surface is 
smooth, its borders are clear cut, and its consistency 
is soft, elastic, and pseudofluctuating. The mass is 
not displaced by respiration nor is it movable ver- 
tically or transversely; it is soncrous on percussion. 
The causes of obstruction may ve strangulation of 
the hernial orifice, adhesions at this site, volvulus of 
the contents at the neck of the sac, or pulling on the 
superior mesenteric artery which may cause duo- 
denal occlusion. 

Roentgen examination of the reported case showed 
(1) grouping together of the dilated loops into an 
ovoid mass which remained suspended in place when 
the patient was in the erect position, (2) absence of 
loops from the pelvic cavity, (3) close contact be- 
tween the loops, (4) an elevated transverse position 
of the stomach and dilatation of the first jejunal loop 
which was little distended by gas, (5) position of the 
colon to the left of the mass without any sign of 
dilatation, and (6) ileal loop in the form of an S 
transversely outside of the mass. 

Preoperative diagnosis is exceptional. At opera- 
tion the differential diagnosis involves only encap- 
sulating chronic peritonitis. 

Treatment is surgical and consists essentially of 
removal of the strangulation, if present, ample open- 
ing of the sac, and resection; it should be kept in 
mind that mesenteric or colic vessels may pass on 
the wall of the sac and they must be respected. If 
possible, the hernial orifice is closed. Results may 
be considered as rather good, but naturally they 
depend on the nature of the occlusion 

RIcHARD KEMEL, M.D. 


Atresia of the Duodenum in the Newborn. 
EFSKIND. Acta chir. scand., 1950, 99: 385. 
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Atresia of the duodenum in the newborn is a rare 
anomaly. The site of the atresia may be above or 
below the papilla of Vater, but is commonly below it. 
In a few cases, there is an associated stenosis else- 
where in the intestinal tract. The common bile duct 
may also be abnormally situated and empty at an 
unusually distal point, or into the stomach. 

The symptoms of duodenal atresia are those of 
high intestinal obstruction. There is present upper 
abdominal distention; peristaltic waves are some- 
times seen over the stomach. Vomiting occurs, and 
the vomitus contains bile if the obstruction is below 
the papilla of Vater. The vomiting usually begins in 
the first day of life. A roentgenogram taken in the 
Trendelenburg position, so that the air fills the lower 
curve of the duodenun,, is usually sufficient to dem- 
onstrate the site of the obstruction. Absence of air 
in the small intestine and colon also aids in localiza- 
tion of the obstruction. 

The treatment consists of anastomosis of the 
dilated duodenum to the jejunum, or of the stomach 
to the jejunum. The mortality rate is high. 

In the 2 cases reported, a duodenal tube was 
passed through the nose and beyond the site of the 
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anastomosis. This permits the administration of 
adequate nourishment orally in the immediate post- 
operative period. With its use, the infants rapidly 
regained strength. The preoperative treatment is of 
primary importance, particularly the restitution of 
fluid balance. The administration of chlorides, blood, 
and vitamin K is often necessary. If this is properly 
accomplished, there is remarkably little reaction to 
the operation. SAMUEL Kann, M.D. 


Sarcoma of the Small Intestine. Clinical and Histo- 
pathologic Study (Il sarcoma dell’intestino tenue. 
Contributo clinico ed isto-patologico). MArio PEPE. 
Rass. internaz. clin. ter., 1950, 30: 129. 


Four cases of sarcoma of the small intestines are 
reported by the author. In one case a radical oper- 
ation was performed and the follow-up examination 
2 years later showed the patient to be in good health. 
The ages of the patients were 25, 34, 45, and 41 
years, respectively. In all 4 patients the tumor was 
located in the jejunum. 

Approximately 600 cases of sarcoma of the small 
intestines have been reported in the literature. In 
the majority of cases the lesions were found in the 
upper part of the jejunum and in the terminal por- 
tion of the ileum. Infiltrative and nodular forms 
may be differentiated. Histologically they may be 
formed by round, fusiform, polymorphic, lymph, or 
giant cells. 

Loss of weight and marked asthenia are the most 
important general symptoms. Sometimes a peculiar, 
grayish complexion, different from that of cancer 
patients is noticed. Subfebrile temperature, fre- 
quently recorded, is due to the absorption of toxic 
substances liberated from ulcerations, or of catabolic 
products of the tumor. 

Among the local signs and symptoms, palpable 
tumor, pain, intestinal hemorrhages, intussusception, 
perforation, intestinal occlusion, and diarrhea must 
be mentioned. Tumors located at the duodeno- 
jejunal junction are apt to produce gastric symptoms 
such as eructations, cramps, or vomiting. Roentgen- 
ologic studies are of great diagnostic value. 

Sarcoma of the small intestine does not respond to 
roentgen therapy. Josepu K. Narat, M.D. 


Acute Appendicitis. RupotpH N. ScHULLINGER. Surg. 
Clin. N. America, 1950, 30: 495. 


From 1916 to 1949 inclusive, 6,194 patients with 
acute appendicitis were treated at the Presbyterian 
Hospital (and affiliated units) in New York. The 
over-all mortality was 3.18 per cent. During 1948, 
a total of 242 patients received treatment, with a 
mortality of 0.41 per cent. Chemotherapeutic agents, 
the use of the McBurney’s incision, improvement 
in anesthesia, and drainage in certain cases are 
factors responsible for the improved mortality. 

Appendiceal abscess constituted 15.5 per cent of 
all cases. The death rate was 8.5 per cent. The 
incidence of appendiceal abscess during the last 5 
year period studied, and for the year of 1948 was 
9.6 per cent and 9g per cent, respectively. Appar- 
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ently, in recent years fewer cases were allowed to 
reach the abscess stage. Patients were treated by 
prompt surgical intervention, except in the last 3 
years when there was a revival of interest in con- 
servative treatment in selected cases. There were 
no deaths from appendiceal abscess in 1948. 

The author believes that it is still important to 
abide by indications for and against drainage in 
dealing with appendiceal abscesses and spreading 
peritonitis of appendiceal origin, in spite of impres- 
sive reports of series of cases in which no drainage 
was used. FREDERICK W. PrEsToNn, M.D. 


Oxyuriasis of the Appendix, Oxyuric Appendicitis, 
Oxyuric Appendicopathy, Oxyuric Mesenteric 
Lymphadenitis (Oxyuriasis des Wurmfortsatzes, 
Appendicitis ex oxyure, Ap ee oxyurica, 
Lymphadenitis in Fo. oxyurica). E. R. 
WELCKER. Deut. Gesundhwes., 1950, 5: 323. 


The systematic study of many thousands of ap- 
pendices and of more than 700 cases of alterations 
in the mesenteric lymph nodes led the author to 
accept these four modalities due to Oxyuris infesta- 
tion of the organ. 

Oxyuriasis of the appendix may be an incidental 
finding without significance when the worms do not 
secrete any toxins or when they and their toxins are 
eliminated continuously from the organ so that the 
toxins have no time to act on its wall. How often 
this condition prevails is hard to say. If the para- 
sites penetrate into the wall of the appendix, a local 
intramural inflammation may result: this rare even- 
tuality constitutes oxyuric appendicitis. However, 
the anatomic make-up of the appendix favors stag- 
nation of the feces and consequent toxin action of 
the oxyuri which happen to be present. Under these 
conditions there are two possibilities: 

1. The toxins work only on the wall of the ap- 
pendix, causing the rare “oxyuric pseudoappendi- 
citis” which is characterized by a great accumulation 
of eosinophile cells in the wall and appendicitislike 
clinical symptoms, and must be considered as an 
actual oxyuric appendicopathy. The toxin action is 
relatively slight in these cases. The outstanding 
symptom is pain located in the ileocecal region, but 
of rather short duration; there is never any uncom- 
monly high temperature or leucocytosis. In fact, the 
picture justifies the term of pseudoappendicitis. 

2. Much more often the toxin action is severe and 
settles in the regional lymph nodes which undergo 
acute swelling. This is the disease picture which the 
author in 1942 called ‘“‘oxyuric mesenteric lym- 
phadenitis.”’ The reason that he has observed more 
than 700 cases of this modality is that helminthiasis 
is extremely common in the region where he prac- 
tices. He found that in over go per cent of the cases 
of oxyuriasis of the appendix there were simultaneous 
acute mesenteric changes. Histologic examination 
of the enlarged, glassy mesenteric lymph nodes re- 
vealed regularly the presence of eosinophilia when 
there was oxyuriasis with simultaneous wall eosino- 
philia in the appendix. 


563 


This raises the question whether the tissue eosino- 
philia can be the expression of oxyuric toxin action. 
On the basis of his personal experience, the author 
answers affirmatively. The important characteristic 
of the disease picture, despite its similarity to ap- 
pendicitis, is not whatever may be found in the 
appendix but the acute changes in the mesenteric 
lymph nodes expressed by swelling and eosinophilia 
under the influence of toxin resorption. These 
demonstrable changes, and not some imaginary 
phenomena in the appendix, explain the symptoms 
of the disease and give the picture its characteristic 
aspect. 

The clinical course may be chronic recurrent or 
primary acute. Both forms occur preponderantly in 
the young between the ages of 5 and 20 years. The 
disease seldom appears in the first 4 years because 
the opening of the appendix into the cecum is still 
wide and begins to get narrow only in the fourth and 
fifth years. The incidence of the disease decreases 
after the twentieth year because oxyuriasis becomes 
less frequent and the lymphatic system responds less 
to toxin action than in childhood and youth. In 
all cases permanent cure was obtained by appen- 
dectomy. RicHARD KEMEL, M.D. 


Primary Adenocarcinoma of the Appendix. Report 
of a Case. Epwarp S. Marks and Howarp W. 
WHITAKER, JR. Surgery, 1950, 27: 720. 

In a search of the literature, no case was found in 
which the diagnosis of carcinoma of the appendix 
was made preoperatively. It is rarely made from the 
gross findings at operation. The reported cases 
which were diagnosed early fall into one of two cate- 
gories: those in which the appendix was removed 
routinely during the course of abdominal operation 
for other conditions, and those in which inflamma- 
tion necessitated appendectomy or exploration. 

The authors’ case, as well as the previously re- 
ported cases, demonstrates the fact that malignant 
lesions of the appendix exist, and the authors ur- 
gently demand that all surgically removed ap- 
pendices be submitted for pathologic examination. 
Whenever suspicion of carcinoma arises, a frozen 
section at the time of appendectomy may save the 
patient an additional operation, if the degree of in- 
fection does not contraindicate radical surgery. As 
Lesnick and Miller have aptly postulated, once the 
diagnosis is established, the proper therapy requires 
radical resection of a portion of the terminal ileum, 
the appendix, the right colon, and of their mesenteries. 

BENJAMIN GOLDMAN, M.D. 


Ulcerative Colitis and Cicatrizing Enteritis. In- 
dications for Surgery. Wiitut1am F. NickEL. Surg. 
Clin. N. America, 1950, 30: 537. 


During the years from 1932 to 1948, 116 patients 
with ulcerative colitis were admitted to the ward 
service of the New York Hospital. Eighty-one pa- 
tients were followed from 2 to 17 years, and form the 
basis of this report. Eighteen deaths were directly 
attributable to ulcerative colitis, an over-all mor- 
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tality of 20 per cent. Nineteen, or 23 per cent of the 
patients responded poorly to medical management 
and had elective surgery. Four of these patients 
died during the postoperative period, a hospital 
mortality of 22.2 per cent, and 3 others died within 
15 months. The commonest cause of death was a 
malfunctioning ileostomy in gravely ill patients. 

The operative procedure of choice is ileostomy 
followed by subtotal or total colectomy. In general, 
patients who underwent transverse colostomy as an 
initial operative procedure in this series did not do 
well. 

Impending perforation is the most important in- 
dication for surgery. Other indications are stricture 
formation, multiple sinuses, fistulas, and pseudo- 
polypoid degeneration. 

During the 12 year period since 1937, 51 patients 
with cicatrizing enteritis (regional.enteritis) have 
been admitted to the wards of the New York Hos- 
pital. Five, or 10 per cent, of these died in a state of 
cachexia following prolonged diarrhea. 

The acute phase of the disease often resembles 
acute appendicitis. When exploration of the abdo- 
men is done, one should limit the operation to ex- 
ploration and appendectomy. If the stump of the 
appendix is inverted with a nonabsorbable suture, 
there is little danger that a fistula will develop, and 
the possible future development of a gangrenous ap- 
pendicitis is avoided. 

Elective surgical treatment consisting of resec- 
tion of the diseased segment of bowel was done in 17 
patients, and exclusion of the involved segment was 
done in 1o. In 3 instances in which ileotransverse 
colostomy in continuity, without exclusion, was 
performed the patients did poorly; in 1 case a dis- 
tinct improvement in the patient’s condition oc- 
curred after the diseased ileum was excluded. 

The longer the involved segment of bowel, the 
poorer the prognosis, and in those patients who have 
remained well following resection or exclusion pro- 
cedures, less than 150 cm. of small intestine was 
involved by the disease. 

FREDERICK W. PREsTON, M.D. 


Enterocystomas of the Rectum. JoRGEN SAUGMANN- 
JENSEN. Acta chir. scand., 1950, 99: 399. 


Enterocystomas, or enterogenous cysts, are con- 
genital cysts containing fluid, the walls of which 
more or less display the structure of the intestinal 
canal. In the vast majority of cases, the cysts are 
found in the peritoneum, in relation to the small or 
large intestine, and most often around the ileocecal 
junction. 

The condition does not produce any characteristic 
symptoms. Even large cysts may be found by 
chance. In children small cysts may give rise to 


ileus like attacks. The chief symptoms seem to be 
produced by pressure on the rectum and bladder— 
lumbar pain, rectal pain, frequency of urination, and 
dysuria. The prognosis is good. 

Enterocystomas may develop from remnants of 
the omphalomesenteric duct, they may be due to 
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defective development of the intestinal tube, or 
they may occur as the result of fetal diverticula 
formed by constriction. 
A case of enterocystoma of the rectum is reported. 
SAMUEL Kaun, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Biliary Lithiasis in Young Individuals (La lithiase 
biliare des jeunes). M. Curray, Cu. DEBRAy, and 
P. DELATTRE. Acta gastroenter. belg., 1950, 13: 80. 


The problem of cholecystitis in young individuals 
is discussed. Mention is made that the greatest 
number of such patients are women who usually are 
obese and have borne one or more children at an 
early age. 

Contrary to most accepted American views con- 
cerning the problem, these Continental authors 
suggest that in certain instances in which the wall of 
the gall bladder does not seem to be abnormal at the 
time of surgery, and especi:.!ly when the preoperative 
roentgen study indicates a functioning gall bladder 
which contains stones, only a _ cholecystostomy 
should be done. By the same token, cholecystectomy 
is said to be indicated only when the walls of the 
gall bladder are pathologically involved in addition 
to the fact that the organ itself contains stones. 

It must be emphasized again that these views are 
of Continental origin and as such are presented both 
for their thought-provoking nature and their interest. 

ORVILLE F. Grimes, M.D. 


Carcinoma of Islets of Langerhans with Hypo- 
glycemia. B. F. BREARLEY and J. W. Laws. Brit. 
M.J., 1950, 1: 982. 

A case of metastasizing islet-cell carcinoma of the 
pancreas causing fatal hypoglycemia is described. 
Sections of the primary growth and of the metastases 
in lymph nodes, suprarenals, and the liver showed 
the growth to consist of alveolar masses of round 
clearish cells, separated by thin strands of fibrous 
tissue, closely resembling those of islets of Langer- 
hans. All the cells proved to be of the chromophobe 
type. No alpha or beta cells could be demonstrated 
by specific stains. 

The literature on this subject is reviewed. Nine- 
teen other cases in which the diagnosis was indis- 
putable have been collected. In all, 12 occurred in 
males and 8 in females. The ages varied between 18 
and 73 years. In 13 cases the primary tumor was 
present in the tail of the pancreas, in 4 cases it was 
present in the head, and in 2 it was recorded as be- 
ing in the pancreas. 

The clinical diagnosis after the patient’s first 
admission to the hospital was cirrhosis of the liver 
with splenomegaly. In view of the course of the 
disease and the severity of the hypoglycemic attacks 
which developed, this had now to be reconsidered. 
There were two probable mechanisms by which this 
hypoglycemia could be brought about. One was 
that the glycogen storage power of the body was 
































































deficient because of lack of active liver tissue; the 
other was that there was an overproduction of in- 
sulin. The patient had a large liver which had rap- 
idly increased in size and a tumor which closely sim- 
ulated a spleen. There was no jaundice or ascites, 
and the liver-function tests, apart from the serum 
alkaline phosphatase, were normal. The glucose- 
tolerance curve was suggestive of hyperinsulinism. 
The differential diagnosis was carcinoma of the 
islets of Langerhans with gross liver metastases or 
hypoglycemia due to cirrhosis of the liver. 
CHARLES Baron, M.D. 


Splenectomy in Blood Dyscrasias. C. SruartT WELCH 
and WILLIAM DAMESHEK. JN. England J. M., 1950, 
242: 6or. 


The authors report on the results of splenectomy 
in 220 patients with blood dyscrasias seen at the 
Blood Clinic of the New England Medical Center 
from July, 1939 to July, 1949. In the greater num- 
ber of these patients, splenectomy was performed 
for congenital hemolytic anemia and primary throm- 
bocytopenic purpura. In some patients splenectomy 
was performed for other, less well defined conditions, 
and in others the indications for splenectomy might 
be called unusual or experimental. Splenectomy may 
at times be of distinct value in a patient with an 
underlying disease that is itself not directly benefited 
by removal of the spleen. 

From clinical observations it appears that certain 
forms of hypersplenism result from some primary 
or idiopathic disorder of the spleen, and others from 
a well defined coexisting disease. The best results of 
splenectomy are usually found in patients with 
primary splenic disorders. This is well exemplified 
by the results of operation in “primary” or idiopathic 
thrombocytopenic purpura, splenic neutropenia, and 
splenic pancytopenia. On the other hand, the bene- 
ficial effects of splenectomy in patients with hyper- 
splenism secondary to known disease may also be 
striking. It is in this group that difficult decisions 
for or against splenectomy arise. Some of the 
numerous causes of splenomegaly, usually with 
cytopenia, are as follows: certain infectious states 
(nonpyogenic), including rheumatoid arthritis and 
Boeck’s sarcoid, hypertension of the portal and 
splenic veins (congestive splenomegaly), excessive 
cellular proliferation (in certain cases), excessive 
red-cell destruction (hemolytic anemias), disorders 
of the lipid cellular metabolism, and primary tumors 
and cysts of the spleen as well as idiopathic types 
(physiologic hyperactivity). Hypersplenism not in- 
frequently develops in patients with splenomegaly 
caused by one of these states, and although many of 
them are not benefited by splenectomy, an indica- 
tion for the operation may arise at some time during 
the course of these diseases. 

Whenever splenectomy is considered for patients 
with blood dyscrasias, the bone marrow should be 
shown either by aspiration or trephine biopsy to 
exhibit a degree of hematopoieses that is at least 
normal. The prime exception to this is in the hypo- 
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plastic anemias, which are usually congenital. In 
most cases in which splenectomy is indicated, the 
bone marrow is actually hyperplastic, and, indeed, 
it is seldom possible to expect good results from 
splenectomy otherwise. 


HEMOLYTIC ANEMIAS 


Congenital spherocytosis. Except for the failure to 
remove accessory spleens at the time of operation, 
uniformly good results should be obtained in all 
cases of congenital spherocytosis. The important 
aspect of the surgery of congenital spherocytosis is 
the question of operation during the hemolytic crisis. 
Splenectomy should be done during the crisis if the 
fulminating process does not seem alleviated by a 
few blood transfusions. There were 38 patients with 
congenital spherocytosis in this group, all of whom 
obtained a complete remission. 

Acquired hemolytic anemias. Splenectomy was per- 
formed in 52 cases in this series for acquired hemo- 
lytic anemia. Thirty-four of the 52 cases were con- 
sidered to be of the primary or idiopathic type. 
Half of these patients (50%) obtained a complete 
remission after the splenectomy. In 18 cases of 
secondary or symptomatic hemolytic anemia splenec- 
tomy was performed; only a third of the patients 
were benefited by the operation. The results in 
patients with leucemia and Hodgkin’s disease have 
not been sufficiently good to warrant recommending 
splenectomy. The patients who were operated upon 
showed a severe hemolytic process that in itself 
seemed sufficient to justify the use of splenectomy, 
at least experimentally. 

Although the results of splenectomy for the en- 
tire group are by no means brilliant, the occasionally 
good results in individual patients who were des- 
perately ill warrant consideration of the operation 
in similar cases. 


HYPERSPLENISM WITH CYTOPENIAS 


The authors have divided the cytopenias into the 
primary or secondary types depending upon whether 
or not there appeared to be an underlying disease. 

Idiopathic Thrombocytopenia Purpura (Primary). 
This type of thrombocytopenic purpura usually 
responds to splenectomy, but purpura of chemical, 
allergic, or leucemic origin is not improved and 
may be made even worse. In this series of 92 pa- 
tients with idiopathic or “primary” thrombocyto- 
penic purpura, 61 per cent achieved a complete and 
sustained remission after splenectomy. In an addi- 
tional 19 per cent some benefit was obtained by 
splenectomy since there was definite symptomatic 
relief with improvement in the hemorrhage state al- 
though the hematologic response was not complete. 
Recurrence of the disease may at times follow failure 
to find or to remove accessory splenic tissue. 

Splenic pancytopenia and neutropenia. Reduction 
in all cellular elements of the blood from hyper- 
splenism or pancytopenia is much more frequent 
than neutropenia alone. Twenty-six of the patients 
in this series were subjected to splenectomy for 
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splenic pancytopenia, and 8 for splenic neutropenia. 
In approximately half of the patients with pancyto- 
penia there was an associated hemolytic anemia. 

When the cytopenias are primary or seem to be 
of splenic origin alone, the results of operation are 
better than when the cause is a hypersplenism 
secondary to other diseases. Twenty cases in this 
series were of the primary type of hypersplenism 
with pancytopenia and neutropenia. Eighty-one per 
cent (18 patients) had a remission subsequent to 
splenectomy. In 14 cases pancytopenia or neutro- 
penia was secondary to known diseases. Seventy- 
one per cent of these patients obtained a hematologic 
remission of their cytopenia after splenectomy al- 
though the underlying disorder remained unchanged. 
It should be stressed that the bone marrow in cases 
of supposed hypersplenism with cytopenias must be 
normal or hyperplastic if a good result is to be 
expected of splenectomy. Care must be taken to 
rule out such diseases as aleucemic leucemia, mye- 
losclerosis with myeloid metaplasia of the spleen, 
and lymphoma of the spleen. 


SPLENISM 


The authors propose the term “‘splenism’’ for the 
state in which the normal inhibitory action of the 
spleen on the bone marrow is conceivably deleterious. 
Splenectomy was advised and carried out in 4 pa- 
tients with the congenital and familial types of 
hypoplastic anemia, including the Fanconi syndrome. 

The results of splenectomy in this group are not 
conclusive because of the small number of patients 
involved; furthermore, the indications for splenec- 
tomy cannot be said to have been definitely estab- 
lished. However, in 2 of the 4 patients with congeni- 
tal hypoplastic anemia, substantial improvement in 
the blood picture and in general health followed 
splenectomy. Ear O. LATIMER, M.D. 


MISCELLANEOUS 


Surgical Significance of Acute Abdominal Pain. J. 
WittrAM Hinton. WN. England J.M., 1950, 242: 480. 


In reviewing the case records of two of the larger 
hospitals in New York over a period of 27 years, the 
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author was disturbed by the frequency of negative 
pathologic findings in patients subjected to lapa- 
rotomy because of acute abdominal pain. Equally 
distressing to Hinton was the opinion expressed by 
many surgeons that exploration with negative find- 
ings is preferable to unrecognized acute appendicitis 
which may develop into generalized peritonitis and 
result in death, and he questions the attitude of 
“when in doubt, take it out” in view of the present 
minimal mortality rate from acute appendicitis, in- 
cluding cases with abscesses as well as general 
peritonitis. 

Acute abdominal pain may be attributed to three 
causes: anxiety neurosis with conversion symptoms 
or other psychogenic factors; physiologic conditions 
such as ovulation pain (mittelschmerz); or true or- 
ganic diseases that require surgical care. The im- 
portance of the first two groups in the differential 
diagnosis of acute abdominal pain is discussed at 
length. 

The true organic diseases causing abdominal pain 
in their order of frequency are acute appendicitis; 
intestinal obstruction, whether from neoplasm of the 
large intestine, intussusception, volvulus, or mechan- 
ical obstruction of the small gut from bands or ad- 
hesions; perforated ulcer of the stomach or duo- 
denum; acute cholecystitis; torsion of pedunculated 
ovarian cyst or uterine fibroid; torsion of the omen- 
tum; and rupture of the viscera due to abdominal 
trauma. Hinton believes that in these conditions 
the diagnosis needs no detailed discussion as the 
symptoms and the physical and laboratory findings 
are well known to both the internist and the surgeon. 
Treatment is usually surgical, operation being done 
either as an emergency procedure or electively after 
the condition of the patient has been improved by 
general measures. 

The author believes that acute abdominal pain 
can be more accurately diagnosed by means of a 
carefully taken history and study of the physical 
findings than by any other means. Laboratory and 
x-ray studies are frequently misleading, and too 
great reliance should not be placed on them in 
evaluating the indications for laparotomy. 

Wayne F. CAMERON, M.D. 














GYNECOLOGY 


UTERUS 


The Incorporation of the Isthmus Uteri. D. N. 
DANFORTH and JAMEs C. F. CHAPMAN. Am. J. Obst., 
1950, 59: 979. 

The isthmus uteri was first described definitively 
by Aschoff in 1905. Since that time it has enjoyed 
a distinction equal in importance to that of the 
cervix and corpus uteri, having been defined as a 
structure entirely separate from both of these por- 
tions of the uterus and interposed between them. 
This designation of the isthmus served a worthy and 
useful purpose. 

Recently this concept of the isthmus as a well 
defined and specific entity has been seriously ques- 
tioned. First, it is impossible to measure the isthmus 
in terms of millimeters; second, it is extremely vari- 
able in length; third, the musculature is similar to 
that-of the corpus; fourth, the isthmic musculature 
reacts anatomically to pregnancy in a manner pre- 
cisely similar to that of the corpus; and, finally, the 
isthmus forms a functional unit with the corpus 
during labor. 

In this study emphasis has been placed on the 
character of the mucosa. Upon examination of rou- 
tine preparations of nonpregnant uteri, the isthmic 
mucous membrane is seen to be strikingly similar to 
the basalis of the endometrium proper. Special 
staining methods strengthen this similarity and lead 
to the conclusion that the isthmic mucosa is a con- 
tinuation of the endometrium. 

The results of this present study plus those pre- 
viously described suggest that the concept of the 
isthmus as an autonomous entity is untenable and 
should be discarded. Joun R. Wotrr, M.D. 


Diagnosis of Cancer of the Cervix: The Farly Lesion. 
GERALD A. GALVIN. Radiology, 1950, 54: 804. 


Clinical and histological evidence supports the 
contention that intraepithelial carcinoma is the pre- 
cursor of invasive cancer of the cervix. This lesion, 
when present, will be diagnosed if the clinician is ever 
aware that any abnormal-appearing cervix may har- 
bor a latent carcinoma and if the pathologist is ever 
suspicious of hyperactive epithelium in cervical 
biopsies. Cuar.Es Baron, M.D. 


Abdominal Complete Hysterectomy. Wituam W. 
Curtis, Eart Suckow, and JoHN W. HurFFMAn. 
Am. J. Obst., 1950, 59: 989. 


This presentation is a report of 1,034 abdominal 
complete hysterectomies performed for benign pelvic 
disease by the attending and resident staffs of the 
Passavant Memorial Hospital, Chicago, Illinois, 
during the years 1929 to 1947, inclusive. The cases 
have been arranged in three groups, corresponding 
to the prechemotherapeutic, the chemotherapeutic, 
and the antibiotic eras. The morbidity and mortal- 


ity rates, the incidence of complications, and the 
hospital stay have all been notably lowered as a 
result of changing attitudes regarding surgical pro- 
cedures, postoperative care, and the advent of 
chemotherapeutic and antibiotic agents. 

The over-all mortality rate was 0.29 per cent. One 
death occurred among the 172 patients operated 
upon prior to 1938 and 2 deaths among 519 patients 
operated upon between 1938 and 1945. Two of these 
3 deaths were due to cerebrovascular accidents. 
There were no deaths among the 343 patients ope- 
rated upon after 1945. The number of patients morbid 
for 7 or more days from 1945 to 1948 was but one- 
fifth of the number observed during the period from 
1929 to 1937, although the over-all morbidity rate 
had been lowered only 8 per cent. The morbidity 
rate for the 1,034 patients operated upon between 
1929 and 1947, inclusive, was 31.5 per cent. 

There has been a marked decrease in respiratory, 
infectious, gastrointestinal, and urinary tract com- 
plications during the past 15 years. The incidence of 
vascular and hemorrhagic complications is essen- 
tially unchanged. 

Abdominal complete hysterectomy for-benign pel- 
vic disease performed by well trained gynecologic 
surgeons may now carry essentially the same mor- 
tality and morbidity hazard as vaginal hysterectomy. 
Such was not the case 15 years ago when the vaginal 
approach was unquestionably safer. This change is 
the result of new attitudes relative to surgical and 
postoperative care, and to the advent of chemo- 
therapeutic and antibiotic agents. Today there is 
little difference in the risks between the two methods 
of approach and the two operations need no longer 
be placed on a competitive basis because of presumed 
differences in surgical risk. Jonn R. Woxrr, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Recent Data on the Functional Anatomy of the 
Uterine Tubes (Dati recenti sulla anatomia fun- 
zionale delle tube uterine). A. C. Brunt. Clin. ostet. 
gin., 1950, 52: 3. 

On the basis of the data collected by his collab- 
orators, Bruni discusses briefly the morphologic 
foundations of the motility of the tubes, of the 
secretory and absorbing activity of the tubal epi- 
thelium, and of the intimate mechanism of captation 
and passage of the ovule in the tube. 

The new data to which he refers concern (1) the 
detailed arrangement of the bundles of muscular cells 
in some of the mammals (Bignardi) and in women 
(Ferraris), (2) confirmation of the presence of the 
ostial erectile hoop of Grinfellt and demonstration 
of the pseudoerectile device in the infundibulo- 
ampullar folds of women (Massei), (3) the existence 
of special devices to slow down the venous circula- 
tion in the tubes of bovines (Bignardi), (4) the 
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demonstration of a complex secretory activity of 
the tubal epithelium in some mammals (Bignardi) 
and in women; (5) the finding of a structural differ- 
ence between the epithelium of the portion of the 
tube nearest to the uterus and that of the remaining 
portion of the tube in most animals (Bignardi), and 
(6) the finding of epithelium of tubal type over the 
entire ovarian pouch of the sow (Bignardi), and in a 
portion of the surface of the ovary in the bitch. The 
difference in the mechanism of passage of the ovule 
from the ovary to the tube is related to the differ- 
ence in development of the ovarian pouch. 

There is no exact information on the duration of 
the passage of the ovule through the tube in woman, 
but it seems to be no less than 7 days. All authors 
agree that passage through the ampullar portion is 
rapid; this is followed by arrest, since the isthmus 
remains contracted for 3 to 4 days after the ovula- 
tion and then relaxes while strong peristaltic con- 
tractions appear. Factors considered as determining 
the passage of the ovule from the surface of the ovary 
to the tube are the current of peritoneal fluid into 
which the ovule is ejected, the motility of the tube 
and of the ovary itself, and the erectility of the 
region of the abdominal ostium and of the infundi- 
bulum; factors determining the passage of the ovule 
through the tube are again the current in the 
ampullar segment and the muscular contractions in 
the remaining segments. 

The rapidity of the passage of the ovule through 
the ampular segment of the tube is explained by the 
fact that, despite the labyrinthine arrangement of 
the fissures between the folds, there is always a 
tract of free lumen of a diameter greatly superior 
to that of the ovule; the arrest of the ovule at the 
junction of the ampullar and isthmic segments in 
women is favored not only by the contraction of the 
isthmic segment but also by the presence of the 
annular bundle of muscular fibers demonstrated by 
Ferraris. All authors agree that the passage of the 
ovule through the isthmic and interstitial segments 
depends on the peristaltic movements of the tubal 
musculature. RICHARD KEMEL, M.D. 


MISCELLANEOUS 


The Estrogenic Hormones and the Hemoclastic 
Reaction of D’Amato (Ormoni estrogeni e reazione 
emoclasica di D’Amato). GrusEPPE SERRA. Riv. ital. 
gin., 1950, 33: 126. 

The hemoclastic reaction of D’Amato has a gen- 
eral picture in common with the hemoclastic reaction 
of Widal, but differs from it in the matter of speci- 
ficity. Whereas Widal’s reaction can be obtained 
with adequate doses of proteins, or of vaccines, in 
practically every individual, the reaction of D’Ama- 
to can be observed only in individuals already 
hypersensitized by the presence of a certain disease 
process, and must be set in motion by a small dosage 
of the specific vaccine (typhoid, paratyphoid, tuber- 
culin, maltese fever), or of the specific curative sub- 
stances (mercury and arsenic in syphilis). 
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In an attempt to determine if the reaction of 
D’Amato could be used for indicating the presence 
of hormonal disturbances, a series of patients in the 
gynecological department of the University of Flor- 
ence, Italy, were tested with an estrogen (estradiol) 
and any resultant changes in the sense of a hemo- 
clastic reaction were observed. The substance used 
was benzoate of estradiol in intramuscular doses of 
1.5 mgm. A blood examination and blood pressure 
determination preceded the injection in every in- 
stance. After 20, 40, and 60 minutes from the 
moment of injection, these determinations were 
repeated with the patient still fasting and in repose. 

The criterion of a positive reaction was a diminu- 
tion of the total white cell count. A positive reaction 
was to be denoted by a drop of 700 elements or more, 
a doubtful reaction by a count of less than 700 but 
more than 500, and a negative reaction by a deter- 
mination of less than 500 elements. 

The first group tested comprised 18 women with 
fibroma of the uterus. Twelve (66.6%) gave positive 
reactions, 5 gave negative reactions, and 1 a doubtful 
reaction. The high percentage of positive reactions 
appeared to be a contribution in favor of the theory 
of hyperfolliculinism in uterine fibre:na. Neverthe- 
less, the author’s experience with ii::s material and 
the experience of other workers with other methods 
would seem to indicate that such hyoversensitization 
is not present in all cases. 

The second group tested consisted of 20 normally 
menstruating women without any evidence of gyne- 
cologic pathology. Ten patients of this group were 
in the first 15 days of their respective menstrual 
periods and 5 (50%) of these gave positive reactions. 
The relatively large number of positive reactions in 
this group suggests, of course, a certain amount of 
hyperfolliculinism even in normal women during the 
earlier, or estrogenic, part of the menstrual cycle. 
The remaining 10 patients of this group consisted of 
women in the later, leuteinizing phase of the men- 
strual cycle and only 3 (30%) of these gave positive 
reactions. This finding appears to refute the theory 
of antagonism between the follicular hormone and 
progesterone and suggests, instead, a simple oscil- 
lating prevalence in the organism during this period 
of one or the other hormone. 

The third group tested consisted of 12 women 
beyond the menopause or those with an artificial 
menopause. Biopsies of the endometrium or stained 
smears of the vaginal content were studied as pre- 
liminary procedures, and in every instance demon- 
strated the usual indications of afolliculinism. All 12 
of these women gave a negative response, and they 
always gave this same response under repeated 
applications of the test. 

The fourth group tested consisted of 20 women 
with hemorrhagic metropathia. In all of these pa- 
tients a preliminary biopsy of the endometrium 
disclosed a hyposecretory cystic glandular hyper- 
plasia, a finding regarded by most authors as evi- 
dence of the presence of a stage of hyperfolliculinism. 
Of these 20 patients, 15 (71.5%) gave positive reac- 











tions. However, the 5 patients who reacted nega- 
tively to the test had afforded the same biopsy 
appearance as those with positive reactions. These 
findings suggest that a positive response to the test 
is of clinical value for the detection of a hyperfollicu- 
linic stage but that a negative reaction is not a 
reliable guide. 

The fifth group tested consisted of 26 women in 
various phases of pregnancy. In this material the 
test proved negative in all 5 women in the second to 
the fifth month of pregnancy. Of the 8 women in the 
sixth to the eighth month, 6 gave positive reactions. 
All of the women in this group gave positive reactions 
at term. This progressive increase of the positive 
hemoclastic reactions of D’Amato with the progress 
of the pregnancies, reaching its culmination just 
before the onset of labor, lends support to those 
authors who maintain that the titer of estrogenic 
substances at the end of pregnancy has something to 
do with the onset of labor itself. 

The sixth group consisted of 8 women with 
eclampsia. In 6 of these the reaction of D’Amato 
was negative. The author believes that the poverty 
of estrogenic hormones suggested in these cases may 
be ascribed to a disturbance of the whole endocrine 
and sympathetic nervous systems of which the ovary 
forms a part. 

Incidentally, it should perhaps be mentioned that 
the leucocytic formula and the blood pressure find- 
ings tended to conform to the behavior of the total 
white cell count; that is, there tended to be some 
lowering of the number of polymorphonuclear leu- 
cocytes with concurrent increase in the number of 
lymphocytes in the cases with positive reactions, 
and also some drop in the blood pressure following 
the injection. Joun W. BRENNAN, M.D. 


Influence of the Ovarian Cycle on the Capillary 
Circulation and the Modifying Effect of Pro- 
gesterone; Established during Surgical Inter- 
ventions (Influenza del ciclo ovarico sul comporta- 
mento del circolo capillare ed azione modificatrice 
del progesterone. Rilevabili durante gli interventi 
chirurgici). Dino CazzoLa. Ann. ostet. gin., 1950, 
72: 107. 

The effects of sexual hormones on the hemorrhagic 
diathesis and the vascular system have been the 
subject of numerous investigations but the results 
are contradictory. 

The author recorded the intensity of bleeding in 
the course of various abdominal and vaginal gyne- 
cologic operations on 80 patients. The time of the 
operation in relation to the menstrual cycle was 
also recorded. The bleeding from the female genital 
organs and the abdominal wall was scanty when the 
operation was performed toward the end of the men- 
strual flow or the period immediately following it, 
while the hemorrhage was more profuse when the 
time of the operation coincided with the ripening of 
the follicle, the premenstrual period, or the early 
period of menstruation. 

In another series of 21 patients, progesterone was 
administered 24 hours prior to the surgical inter- 
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vention if the operation was to be performed at a 
time when abundant bleeding was expected on the 
basis of the aforementioned observations. Such pro- 
phylactic treatment reduced the operative bleeding 
considerably. 

The author concludes that unless the operation is 
performed soon after the menses, it is advisable to 
inject large doses of progesterone preoperatively, 
particularly if the vaginal route is to be employed. 

Josepu K. Narat, M.D. 





Histochemical Study of Renal Alkaline Phospha- 
tase; Endocrine Regulation of Tubular Re- 
absorption of Glucose (Etude histochimique de la 
phosphatase alcaline rénale; la régulation endocri- 
nienne de la réabsorptien tubulaire du glucose). A. 
Soutarrac, P. DEscLAux, and J. TEYSSEYRE. Ann. 
endocr., Par., 1950, 10: 535. 

The selective topography of alkaline phosphatase 
shows its importance in the processes of tubular 
reabsorption of glucose: it is found only in the con- 
voluted tubules where it is localized in the brushlike 
edges; the glomeruli and the rest of the nephron are 
always without it. These phosphatases are subject 
to variations in the different physiologic states of 
the kidney. Some authors have been able to show 
that endocrine changes are likely to have a reper- 
cussion on their activity. 

It has been shown by the chemical method that 
the kidneys of rats treated with alloxane present a 
decrease of the alkaline phosphatase that may reach 
50 per cent. The authors’ histochemical study has 
revealed a similar phenomenon: their technique of 
administering alloxane (0.02 gm. every 2 days) has 
shown that the phosphatase gradually disappeared 
from the convoluted tubules as the intensity of the 
diabetes increased. If insulin is then administered, 
the glycosuria stops and a nearly normal phospha- 
tase activity simultaneously reappears in the con- 
voluted tubules. Thus it seems that the disappear- 
ance of the phosphatase activity is connected with 
the langerhansian alteration caused by alloxane 
since administration of the deficient hormone re- 
stores the normal condition. 

The works of Houssay and his school have shown 
that the action of certain endocrine glands helps to 
increase the carbohydrate disturbance of pancreatic 
diabetes and that elimination of these glands pro- 
duces a marked improvement in the diabetic symp- 
toms. These endocrine glands are called diabetoge- 
nous and the two most important ones are the thy- 
roid and the suprarenals. 

In rats deprived of thyroid activity, the authors 
have found an important decrease of the alkaline 
phosphatase in the convoluted tubules. Similarly, 
in rats deprived of adrenals the phosphatase activity 
was decreased 6 days after the operation, and the 
administration of 5 mgm. of desoxycorticosterone 
acetate restored this activity only slightly. In anoth- 
er series of rats deprived of their adrenal glands the 
association of D.O.C.A. and testosterone propionate 
resulted in decidedly better restoration of the phos- 
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phatase activity. However, the same result is ob- 
tained with testosterone alone. These experimental 
results of paradoxical appearance led the authors to 
study some sexual steroid hormones in connection 
with this phosphatase activity. They found that 
after castration of the male rat the alkaline phos- 
phatase of the kidney was slightly decreased, but 
that the administration of testosterone propionate 
caused no change in its activity, while estrogens pro- 
duced a remarkable increase in the renal phos- 
phatase, the most active hormone being diethyl- 
stilbestrol. 

All these experimental results confirm the phys- 
iologic importance of the renal alkaline phosphatase 
in the metabolism of the carbohydrates. The authors 
conclude from their discussion of these results that 
the phosphatase activity seems to denote the proc- 
esses of phosphorylation which occur in the kidney. 
These processes depend on certain endocrine glands 
among which the suprarenals play an important 
but not exclusive role. In the study of alloxane dia- 
betes the phosphatase activity seems to be directly 
connected with the glycosuria. The role of a neuro- 
vascular tissular mechanism must be considered. 

RICHARD KEMEL, M.D. 


The Form and Position of the Hysterogram in 
Women Examined Because of Primary Sterility 
(Uber die Form und Position des Hysterogramms 
bei wegen primaerer Sterilitaet untersuchten Frauen). 
Mires REENKOLA. Acta obst. gyn. scand., 1949, 29: 
3II. 


In 762 women with primary sterility studied by 


means of hysterosalpingography, the author has in- 
vestigated the relative incidence of various forms of 
the defectively developed uterine body, the form 
and size of the contrast shadow of the cervical canal, 
and the occurrence of lateral positions and versions of 
the uterus. Using the form and size of the shadow 
of the uterine body as a criterion, he has divided 
the material of his study into two different series of 
defective developments, which in each series gradu- 
ally deviate more and more from the normal basic 
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form. In the classification of the cases into different 
type groups, he has considered primarily the follow- 
ing traits as characteristic: for the normal uterine 
body, the hysterogram is in the form of an equilateral 
triangle; for the hypoplastic cases and those placed 
in the same series, the hysterogram shows the length 
of the lateral sides predominating over that of the 
fundus; for infantile cases and those placed in the 
same series, the tendency of the hysterogram is to 
form a three-pointed star, the decisive trait being 
the concavity of the fundus. About half of the hys- 
terograms showed a normal form, one-fifth an 
asthenic hypoplastic form, and one-sixth an in- 
fantile form. 

Separate investigation of the cervical canal dis- 
closed that elongated and cavitylike enlarged forms 
occur frequently. The fact that the glands become 
visible in the picture of the canal seems to be closely 
related to this enlargement, but can also occur in 
connection with other cervical forms. However, 
great significance could hardly be attributed to this 
condition in view of the variety of contrast sub- 
stances used. The elongated and enlarged cervical 
canal is not particularly characteristic for the hypo- 
plastic type of uterine body since it occurs at least 
as often in the infantile form. 

Version to the left is the most frequent of the 
lateral displacements of the uterus, but because of 
the hysterosalpingographic techniques it is advisable 
to treat the lateral versions and positions as one 
group. When this is done, it is noted that version 
to the left is characteristic for all forms of defective 
development of the uterus, but not for the normal 
form. To determine the cause of the frequent oc- 
currence of version to the left, the frequency of oc- 
clusion of the fallopian tubes was investigated sep- 
arately on the right and on the left sides. Since no 
difference could be found between the figures for 
the two sides, it is evident that the cause of version 
is not of inflammatory nature, at least in those cases 
which present a preponderance of version, or posi- 
tion, to the left over version, or position, to the right. 

RICHARD KEMEL, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Blood Volume in Pregnancy. RAcHEL Wuite. Edin- 
burgh M.J., 1950, 57: 14. 

The increase in blood volume per square meter 
during pregnancy is approximately 23 per cent. This 
increase occurs mainly during the second half of 
pregnancy and is maintained during the first week 
of the puerperium. The blood volume in patients 
with hypertension appears to be similar to that in 
normal pregnancy, while the blood volume in pa- 
tients with toxemia appears to be slightly lower 
than normal. CuHARLEs Baron, M.D. 


Cardiac Output in Pregnancy. Hitary F. H. Hamit- 
Ton. Edinburgh M.J., 1950, 57: I. 


In 1941, Cournand introduced a new method of 
measuring cardiac output. This method involves 
catheterization of the right heart, and has proved 
to be of greater accuracy than the previously exist- 
ing methods which were applicable to man. Using 
this technique, it became advantageous to reinvesti- 
gate cardiac output in normal pregnancy. 

The calculation of cardiac output is based on the 
Fick principle, which states that a knowledge of the 
oxygen or carbon dioxide content of blood before 
and after passing through the lungs, together with a 
knowledge of the total oxygen consumed, or carbon 
dioxide lost, gives the necessary data for determin- 
ing cardiac output. 

The average nonpregnant value (24 cases) was 4 
to 5 liters per minute. The cases in the 6 to 9 week 
period showed no alteration from this level. A rapid 
increase in cardiac output occurs during the tenth 
to thirteenth week, which reaches a figure 5 to 14 
liters per minute greater than the upper nonpregnant 
limit. A fairly steady increase is maintained until 
the twenty-first week (5.71 liters per minute), and 
thereafter only a slight further increase occurs until 
the maximum output of 5.73 liters per minute is at- 
tained at the twenty-sixth to twenty-ninth week, 
representing an increase of 27 per cent over the mean 
nonpregnant value. The cardiac output then falls 
slightly to the region of 5.5 liters. It remains at this 
level until the last 3 weeks of pregnancy when a 
sudden fall occurs, so that at term the cardiac out- 
put falls within the nonpregnant limits. Seven pa- 
tients were catheterized between the fourth and 
fourteenth day of the puerperium, and the mean 
cardiac output was 4-44 plus, or minus 0-47 liters 
per minute. 

The preliminary results of estimations of the cardi- 
ac output in 44 toxemic patients are as follows: (a) 
in cases showing a “‘fixed’’ essential hypertension, 
the cardiac output was within normal limits for the 
period of pregnancy attained; (b) patients with 
“fixed” essential hypertension develop a superim- 
posed pre-eclampsia, then the cardiac output rises; 


(c) patients exhibiting “labile’’ hypertension have 
increased cardiac outputs; (d) most, but not all pa- 
tients with pre-eclampsia have an increased cardiac 
output. CHARLES Baron, M.D. 


Hemodynamics in Pregnancy. Rosert J. KELLER. 
Edinburgh M.J., 1950, 57:27. 

The pregnant woman expels, at the period of 
maximum output, some 25 per cent more blood than 
in the resting state. The increase in the total blood 
volume at term is somewhere around 25 to 30 per 
cent. It does not seem that there is any great 
change in the speed of the circulation. There is 
some fall in the viscosity of the blood during preg- 
nancy, but the matter requires further investiga- 
tion. There is a quickening of the heart during 
pregnancy and this is greatest at the time of maxi- 
mum cardiac output. During pregnancy the blood 
pressure does not alter greatly from normal except 
that there is a tendency to lowered pressures during 
midpregnancy. There is no increase in the venous 
pressure. 

Capillary microscopy shows a tendency to capil- 
lary dilatation in the nail folds and there is cer- 
tainly a rise in the venous capillary pressure in the 
legs. There seems to be a tendency to capillary dila- 
tation during pregnancy and many women note the 
presence of little distended vessels over the malar 
region during pregnancy. 

The liver does not share in the increased cardiac 
output of pregnancy. Greatly increased hepatic 
flows were noted in pre-eclampsia. The kidney, like 
the liver, does not share in the increased output of 
the heart. 

The cerebral blood flow is unaltered. 

Under basal conditions there is a gradual increase 
in the blood flow of the hands and feet. The flow 
through the muscles also shows a definite increase. 

As yet we know nothing of the blood flow through 
such important organs as the suprarenal glands, the 
thyroid, the lungs, and the coronary vessels, yet 
changes might reasonably be supposed to exist, and 
certainly the coronary vessels themselves must de- 
mand their share of the increased cardiac output. 

We know nothing of the blood flow through the 
uterus nor can we measure it. A high myometrial 
flow might co-exist with a sluggish placental flow. 
At the period of maximum increase the heart is ex- 
pelling about a liter more of blood per minute than 
in the nonpregnant woman. Apart from the skin 
and possibly muscle, there is little evidence that any 
organ is sharing in this increased output. Even at 
the period of maximum output the uterus must be 
receiving considerably less than 1 liter a minute; 
and if it be that the cardiac output falls considerably 
during the last 4 weeks of pregnancy, it will follow 
that the flow of blood to the uterus will be consider- 
ably less. 
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The mature pregnant uterus can be regarded as 
an entirely new organ introduced into a woman’s 
circulatory system—not only a new organ, but one 
that is comparatively large and vascular, and avid 
for oxygen. The introduction of such a circuit in an 
artificial circulation would immediately cause a fall 
in the pressure of the circuit. To avoid this, one 
would have to increase the output of the pump 
either by making it work faster or by increasing the 
volume ejected at each stroke. In the pregnant wom- 
an, this difficulty is overcome by the increase in 
the cardiac output and the blood volume. 

Some of the effects noted in the circulation might 
be due to an endocrine substance. 

CHARLES Baron, M.D. 


The Peripheral Circulation in Pregnancy. Cartn- 
ERINE C. Burt. Edinburgh M.J., 1950, 57: 18. 


Records of resting-forearm blood flow, made in the 
later weeks of pregnancy, show an increased flow in 
normal pregnant women in comparison with non- 
pregnant subjects; a greater increase was observed 
in pregnant patients with pre-eclamptic toxemia or 
with hypertension, in whom the average resting 
forearm blood flow was twice as great as that in the 
control group. In all groups of pregnant women a 
fall in average forearm blood flow occurred following 
delivery, but it remained above that in the nonpreg- 
nant group during the first few weeks of the puer- 
perium. During reflex vasodilatation tests, forearm 
blood flow was more variable and showed a greater 
average rise in pregnant than in nonpregnant pa- 
tients, this increase being most evident in patients 
with pre-eclamptic toxemia. 

At an environmental temperature of 17 degrees 
C., nonpregnant subjects and subjects in the first 
trimester of pregnancy showed peripheral vasocon- 
striction, as evidenced by a low resting-hand blood 
flow, and, as pregnancy advanced, hand -blood flow 
showed a gradual rise up to the time of delivery. A 
state of cutaneous vasodilatation was found in 19 
out of 20 subjects in the later weeks of pregnancy, 
and in all 17 subjects tested in the first 8 weeks of the 
puerperium, whereas in nonpregnant volunteers ex- 
posed to the same environmental temperature, the 
average finger temperature was 24.7 degrees C. 

This preliminary work indicates a tendency to 
muscular and cutaneous vasodilatation in the upper 
limbs during the later months of pregnancy. 

CHARLES Baron, M.D. 


Limb Volumes in Normal and Toxemic Pregnancy. 
RACHEL WuiteE. Edinburgh M.J., 1950, 57: 10. 


Since the rate of weight increase during preg- 
nancy is obviously only a partial index of water re- 
tention, it was decided to study a number of limb 
volumes during the later months. 

The method used was based on the principle of 
water displacement. A “boot” was constructed with 
a copper overflow tube inserted 4 inches from the top. 
The limb volumes were measured by the volume of 
water displaced from the “boot” by immersing the 
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limbs up to fixed bony points. The points taken were: 

(1) the styloid processes of the wrist—for the hand; 

(2) the tip of the olecranon—for the forearm; (3) the 
tips of the malleoli—for the foot; (4) the tibial tub- 
erosity—for the leg. 

It was found that repeated readings on 2 normal 
nonpregnant women, taken at intervals of one week 
or more, showed variations of only 5 to 10 c.c. 

An increase in volume of the upper and lower 
limbs, with or without clinical edema, can occur dur- 
ing a pregnancy. showing no other manifestations of 
toxemia. The increase in volume is less marked in 
the hand that is more frequently used. Clinical 
edema appears to coincide with an increase of 6 to 
7 per cent in the limb volume. 

CHARLES Baron, M.D. 


The Cervix in Pregnancy. CHARLES Epwin GALLoway. 
Am. J. Obst., 1950, 59: 999. 


Our knowledge concerning the appearance of the 
cervix and the gross pathological changes that occur 
in it is very limited. This is due to the false teaching 
that the insertion of a speculum during pregnancy 
might cause bleeding or an abortion, and also to the 
defeatist attitude that since one can do nothing 
about a cervical lesion at this time, why inspect! 

The passage of a vaginal speculum carries no risk 
and yields accurate information about the cervix. 
Visualization of the cervix should be a part of our 
prenatal care. A bloody show in pregnancy calls for 
inspection of the cervix in many cases, and in the 
past this has not been done often enough. 

There is apparently some relationship between 
parturition and cervical carcinoma. We must there- 
fore acquire the knowledge to explain this relation- 
ship, and repeated inspection of the cervix together 
with biopsy when indicated should promote this 
learning. Joun R. Wo rrr, M.D. 


Principles of Uterine Growth in Pregnancy. Epwarp 
CLARK GILLESPIE. Am. J. Obst., 1950, 59: 949. 


It is a generally accepted physiological fact that 
when a function commences, the organ which per- 
forms it takes on an increased energy and activity 
which it has to perform. Although there is no excep- 
tion to this general principle, it is nowhere more 
evident than in the organs of generation during 
pregnancy and, in particular, in the uterus which, 
activated by the spark of fertilization, increases by 
weight over thirty times and by volume over two 
thousand times, all in somewhat under 300 days. 

This investigation is concerned with the growth of 
the human uterus in pregnancy from a morpholog- 
ical, histological, and physiological viewpoint, to- 
gether with the relationship of this growth to fetal 
accommodation and to complications of late preg- 
nancy. 

The investigation consisted of two major parts: 
a roentgenological study of uterine enlargement and 
measurements of uterine and fetal growth in preg- 
nancy. The human uterus grows rapidly during the 
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first 20 weeks of pregnancy. It is probable that this 
growth includes both the myometrium and its ves- 
sels, the latter growing in a coiled manner. The 
fetus begins to grow rapidly in the last half of preg- 
nancy and uterine enlargement thereafter consists of 
elongation and myometrial stretching and vascular 
uncoiling because actual growth of the uterine tis- 
sues has diminished. 

It is safe to postulate that vascular crises may 
develop during the growth of the human uterus since 
it follows closely the enlargement pattern of the 
uterus duplex in which such crises have been shown 
to occur. The cessation of uterine growth at mid- 
pregnancy imposes certain conditions upon the last 
half of pregnancy. The duration of pregnancy is 
conditioned by the myometrial stretch limits, and 
abnormally diminished myometrial growth during 
the first 20 weeks could produce premature labor. 
Abnormally diminished vascular growth during the 
first 20 weeks could produce premature uterine 
ischemia in the last trimester, a plausible basis of 
late pregnancy toxemia. Joun R. Wotrr, M.D. 


Study of the Value of Histidinuria in the Diagnosis 
of Pregnancy; Its Value Compared with the 
Friedman and Galli-Mainini Tests (Estudio del 
valor de la histidinuria en el diagnostico de la 
prefiez; valor comparativo con las reacciones de 
Friedman y Galli Mainini). Oscar BLANCHARD, 
ARTEMIO VIALE, and ATiLio Pepa. Bol. Soc. obst. 
gin. B. Aires, 1950, 29: 19. 


The authors have performed the Friedman and 
Galli-Mainini tests in 1,000 women, and the Knopp 


test simultaneously with the other two tests in 162 
women. The subjects included 639 clinically preg- 
nant and 402 nonpregnant women attending the 
outpatient department of gynecology and obstetrics 
of the Naval Hospital of Buenos Aires. The compar- 
ative study of the Friedman and Galli-Mainini tests 
was divided into two series because of slight varia- 
—_ in the weight and condition of the animals 
used. 

In the first series (49 per cent of the women) the 
Friedman test failed on 1 occasion, that of a preg- 
nant woman in whom the test could not be repeated 
because she did not return. The Galli-Mainini test 
failed in 2 cases. In addition, the Friedman test was 
positive and the Galli-Mainini test was negative in 
a case of recent incomplete abortion. However, in 
these cases only 1 frog was used in the beginning 
and the animals did not remain in the best condition 
for the reading of the results. 

In the second series (51 per cent of the w omen) 
the Friedman test gave presumably false results in 
6 cases, demonstrated in 2 and impossible of verifi- 
cation in the 4 other cases for extraneous reasons; 
however, the weight of the rabbits was not the most 
appropriate for the test. The Galli-Mainini test 
coincided with the clinical diagnosis in all cases. 
Therefore, the 4 presumably erroneous results of the 
Friedman test are discarded on the basis of the low 
weight of the rabbits. 
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Consequently, 
(3 per 1000). 

With the technique of Knopp in 162 patients, the 
results were highly discordant although the original 
method was used and even an attempt was made to 
modify it in order to improve the results. The 
results were falsely positive in 7 patients (4.32%), 
erroneously negative in 41 (25.30%), doubtful in 
11 (6.79%), and correct in 103 (63.58%). 

The Galli-Mainini test is more rapid in response, 
easier to read, and less expensive to use, since each 
animal, requiring less space for its maintenance, can 
be utilized four times in succession. 

RICHARD KEMEL, M.D. 


both tests failed in 3 cases each 


Cesarean Section and Wertheim Operation for 
Beginning Cancer of the Cervix, with Commen- 
taries on Routine Colposcopic Examination in 
Pregnancy (Cesariana e Wertheim por cancer 
incipiente do colo, com comentarios sobre exame 
colposcépico de rotina nas gestantes). ALBERTO 
HENRIQUE Rocna. An. brasil. gin., 1950, 15: 235. 


Rocha has often insisted on the necessity of rou- 
tine colposcopic examination in pregnancy because 
it offers the opportunity of making a very early 
diagnosis of cancer. This is due to the fact that 
during pregnancy all colposcopic pictures are much 
more clear-cut and the eventual abnormal pictures 
are easily identified. He reports the case of a woman 
of 27 years who was 6 months pregnant and was 
sent to him for prenatal care. Colposcopy revealed 
a circular area of ectropion around the external 
cervical orifice, surrounded by a layer of leucoplastic 
mucosa with numerous cornified papillas. Histologic 
examination of a biopsy specimen showed an intense 
hyperplastic process and, because of hesitation to 
pronounce it malignant, a second biopsy was taken 
which presented the same histologic aspect and led 
to the diagnosis of beginning carcinoma. The biopsy 
on both occasions caused severe local bleeding which 
required relatively deep electrocoagulation, and this 
was followed by a serious inflammatory reaction, 
very active fetal movements, pains in the lower 
abdomen, fever, and abundant discharge, which 
threatened to interrupt the pregnancy. It is interest- 
ing to note that the subsequent colposcopic examina- 
tions, which were performed every 15 days, never 
again showed the atypical picture previously seen in 
the left half of the cervix that had been electro- 
coagulated. In the right half and the posterior 
portion of the cervix the atypical picture remained 
practically unchanged until the end of pregnancy 
when it seemed to be more keratotic. At term, cesar- 
ean section was done and followed by Wertheim’s 
total hysterectomy; the left ovary was preserved 
and the vagina economically resected. Mother and 
child were discharged in good condition on the 
ninth day. The surgical specimen was divided into 
four equal portions and each portion was sent to a 
different laboratory for examination. Three reports 
were chronic cervicitis and one report was incipient 
epidermoid carcinoma. 
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Routine colposcopy during pregnancy has allowed 
Rocha to make the clinical diagnosis of early cancer 
in 6 of 205 patients. All authors agree on the rarity 
of the association of cancer and pregnancy and try 
to find some cause for it. Rocha thinks that the fault 
lies with failure to diagnose the cancer in its initial 
stage when growth is extremely slow. The growth 
speeds up when it has been subjected to the trauma- 
tism of labor. Pregnancy itself does not seem to have 
any influence on the evolution of cervical cancer. 
In these cases of incipient cancer and pregnancy 
there is no danger of premature interruption of the 
pregnancy and a delay of even 8 months does not 
rob the patient of her chance to be radically cured 
by the treatment used in the present case. 

RIcHARD KEMEL, M.D. 


MISCELLANEOUS 


Perinatal Mortality in Full-Term Children (Ueber 
die perinatale Mortalitaet bei ausgetragenen Kind- 
ern). Torvo Kanecas. Acta obst. gyn. scand., 1949, 
29, Supp. 2. 


Of 38,826 full-term children born in the Women’s 
Clinic of the Helsinki University between 1925 and 
June, 1941, 814 were stillborn or died in the clinic, a 
mortality rate of 2.1-0.07 per cent. Of 33,846 
born spontaneously, 416 (1.2 per cent) died peri- 
natally, and of 4,980 born with the help of obstetric 
interventions, 398 (8 per cent) died. The highest 
mortality occurred in breech extraction, about 26 
per cent; in internal version and extraction the 
mortality was 24 per cent, in forceps delivery 7.4 
per cent, in breech presentation with manual help 
4.4 per cent, and in cesarean section 3.6 per cent. 
The infant mortality was highest in old primiparas 
(30 years and over), being 3 per cent in spontaneous 
deliveries and 10.1 per cent in operative cases, as 
opposed to 1.2 and 7.6 per cent, respectively, in 
young primiparas, and 1.05 and 7.3 per cent in 
multiparas. The infant mortality in late toxemia of 
pregnancy in primiparas was thrice, and in multip- 
aras twice, that of the general average for full-term 
children. For every 100 girls born there were 108.3 
boys, but for every 100 girls who died there were 
153.6 boys. The causes of death were birth injuries 
in 27.3 per cent (18.5 per cent in spontaneous births 
and 36.4 per cent in operative cases), asphyxia in 
29 per cent (29.3 and 28.7 per cent), postpartal dis- 
eases in 9.1 per cent (13 and 5 per cent), malforma- 
tions or severe syphilis in 12.5 per cent, and unknown 
causes in 22.1 per cent. About one-fifth of the peri- 
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natal deaths occurred during pregnancy, two-fifths 
during birth, and two-fifths after birth; 28.8 per 
cent took piace before the mother entered the clinic. 

The incidence of narrow pelvis among the mothers 
of the series was 10.6 per cent in the spontaneous 
deliveries and 34.5 per cent in the operative cases. 
Sixty per cent of the operative babies were injured 
during forceps delivery (half of them being high 
forceps cases) and 35 per cent were breech cases. 
Over 70 per cent of the infants dying from asphyxia 
required forceps or breech delivery. 

The most frequent indications for operative de- 
livery were fetal asphyxia, inertia, and intrauterine 
infection. Among the children dying from asphyxia 
the indications for intervention were often prolapse 
of the cord, placenta previa, and premature detach- 
ment of the placenta. 

In 50 per cent of the cases of death due to injury 
in connection with operative delivery, the inter- 
vention had been technically difficult and radical. 
In so per cent of the cases of death due to asphyxia, 
the intervention came too late and in 20 per cent 
the operation was severe. 

Birth injuries and asphyxia were the causes of 
perinatal death in more than one-half of the infants 
who died. This mortality can be considerably de- 
creased by adhering to the following principles: 

The condition of the mother during pregnancy 
must be carefully supervised. The delivery must 
receive careful consideration and, if indicated, ce- 
sarean section must be performed at once. During 
birth, excessively severe pains must be eliminated, 
and cervical dilatation watched and eventually sup- 
ported by medical treatment. Fetal asphyxia must 
be diagnosed and treated in time; if this fails, de- 
livery must be brought to an end by cesarean section 
in the first stage, by low forceps at the end of the 
second stage, or by manual help in breech presenta- 
tion. High forceps, internal version with extraction, 
and breech extraction must be avoided. In spon- 
taneous delivery, the resistance of the perineum must 
be overcome by episiotomy and strong pressure on 
the fetal head, but support, help to get it out, or 
severe manipulations of the head in cesarean deliv- 
ery must be eliminated. Resuscitation of asphyxi- 
ated infants must be done cautiously. Many post- 
partum diseases that menace the life of the newly 
born are independent of delivery and can be man- 
aged by various medical measures. 

About 11 per cent of the perinatally dying children 
were malformed and could not be salvaged. 

RICHARD KEMEL, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Adrenal Cortical Tumors of Unusually Large Size. 
GeEorGE Lump. Brit. M.J., 1950, 1: 582. 


Adrenocortical tumors may be divided into those 
which are associated with hormonal disturbances 
and those which are not. Examples of the occurrence 
of adrenocortical tumors without hormonal dis- 
turbances are well recognized but rare. The majority 
occur in adults over the age of 30, and have been 
described in both sexes. The histologic appearances 
vary from those that are well differentiated to those 
showing an extreme degree of anaplasia. 

The author reports 2 cases which fall into the 
group of tumors of adrenocortical origin without 
hormonal disturbances. In each case the clinical 
picture was that of a large abdominal mass causing 
minimal discomfort. In both cases, the tumors were 
discovered on routine examination when the patient 
had sought advice for other symptoms. Both were 
easily removable at operation. After the operation 
in both cases, however, the patients went into se- 
vere collapse and subsequently died of broncho- 
pneumonia. 

The tumors were roughly spherical, well encapsu- 
lated, and weighed 3,750 and 5,350 gm., respectively. 
They were very similar in gross and microscopic ap- 
pearance. 

In each case the cut surface showed considerable 
hemorrhage and necrosis, so that most of the sub- 
stance consisted of pinky-yellow, friable material, 
leaving only small areas of yellowish fleshy tumor 
substance lying just beneath the capsule. Spaces 
containing blood clots were a noticeable feature of 
both cases. 

Microscopically, the central part of the tumors 
was found to be composed mostly of necrotic debris 
with occasional groups of cells remaining. Imme- 
diately under the capsule the tissue was more intact 
and consisted of groups of polyhedral or round cells 
with deeply staining, clear-cut nuclei, and foamy, 
pale-staining cytoplasm bounded by a well marked 
cell membrane. The general appearances were sim- 
ilar to those found in normal adrenal cortex. Frozen 
sections of the tissue stained by methods to demon- 
strate fat showed the cytoplasm of the cells to be 
packed with lipoid granules. 

A marked feature of the tumors was their extreme 
vascularity, and large numbers of small vessels had 
cells of cortical suprarenal type either closely at- 
tached to, or actually forming, their walls. Many 
areas of both tumors showed evidence of thrombosis 
in vessels. 

In the necrotic areas there were small granular 
zones of calcification, not large enough to cause no- 
ticeable “‘grittiness’’ or cutting, but demonstrable 
microscopically by special staining methods. 

FREDERICK A. Lioyp, M.D. 


Clinical Evaluation of Urokon in Pyelography. J. F. 
RICHARDSON and D. K. Rose. J. Urol., Balt., 1950, 
63: 1113. 

The efficacy of urokon and neoiopax as agents 
for intravenous pyelography was studied. As a 
standard procedure, less than 30 seconds were taken 
to administer 30 c.c. of 50 per cent neoiopax through 
a No. 20 gauge needle. The dose of urokon chosen 
was 25 c.c. of 30 per cent solution (7.5 gm.) as recom- 
mended by Nesbit and Lapides. The efficacy of 
injecting this amount of urokon in 60 seconds, go 
seconds, and 4 minutes was tested. The authors 
observed that the slower rate of injection resulted in 
more satisfactory pyelograms as well as a decrease in 
the number of side reactions. In addition to the 
rate of injection, side effects were found to be def- 
initely associated with a positive history of allergy. 
With neoiopax 22 per cent of the patients showed 
flush, nausea, vomiting, or sneezing. With urokon 
injected over a 4 minute period the reaction rate was 
only 10 per cent. No untoward effects were caused 
by spillage of urokon at the injection site, and in no 
instance was the use of urokon associated with severe 
arm and shoulder pain. The latter reactions did 
result in 2.7 per cent of the cases in which neoiopax 
was the medium used. Intravenous pyelograms 
made with urokon appear earlier and show sharper 
contrast than those with neoiopax. However, with 
the use of neoiopax, the pyelograms are, in general, 
more completely filled in an individual film. The 
number of pyelograms considered satisfactory, bor- 
derline, and poor with each medium was approxi- 
mately the same. 

Urokon was found to be satisfactory for use in 
retrograde pyelography. Immediate pain resulted in 
8 per cent of the cases; it occurred in 5 per cent of the 
cases without pyelorenal backflow. Pain lasting 24 
hours occurred in 2 per cent of the retrograde 
pyelographies. The greater diffusibility in urine of 
urokon, as compared to other media used for retro- 
grade pyelography, made injections of smaller 
amounts of this compound satisfactory for filling 
dilated calyces and pelves. 

In studying the effectiveness of the various meth- 
ods of preparing patients for intravenous pyelography, 
the authors found castor oil and dehydration to be 
most satisfactory. Dehydration alone was found to 
be no better than complete omission of preparation. 

Joun T. Graynack, M.D. 


Preliminary Report on Urokon, a New Excretory 


Pyelographic Medium. RerrEp M. NEessit and 
Jack Lapipes. J. Urol., Balt., 1950, 63: 1109. 


The authors have tested the efficiency of urokon 
(sodium-3-acetylamino-2, 4, 6,-triiodobenzoate) as 
an excretory medium to be used for intravenous 
pyelography. It was found that in human beings 
approximately 60 per cent of the iodine in 25 c.c. of 
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a 50 per cent solution of urokon is excreted in the 
urine within 3 hours. The number of side reactions 
from urokon were compared with those obtained 
with diodrast and neoiopax on a total of 700 patients. 
A 50 per cent solution of urokon was given to 400 
patients and a 30 per cent solution was administered 
to 100 patients; two groups of 100 patients were 
given 35 per cent diodrast and 50 per cent neoiopax 
solutions. The injection time was approximately 90 
seconds. 

Despite the fact that urokon contains 65.8 per 
cent iodine per molecule as compared to 49 per cent 
for diodrast and 51.5 per cent for neoiopax, there was 
no essential difference between the pyelograms ob- 
tained with these substances. In a 50 per cent solu- 
tion, urokon produced fewer side reactions than 35 
per cent diodrast, but a greater percentage than 
50 per cent neoiopax. With a 30 per cent solution of 
urokon the percentage of side reactions was con- 
siderably less (18 per cent) than with neoiopax (36 
per cent) or diodrast (62 per cent). Nausea, vomit- 
ing, arm pain, foreign taste, urticaria, flush, and 
dizziness were considered side reactions. 

A 30 per cent solution of urokon produced fewer 
reactions than the other compounds most widely 
used for pyelographic studies at the present time and 
gave pyelograms that were just as good. 

Joun T. Grayuack, M.D. 


Renal Trauma: Conservative Management. Ep- 
WARD J. McCacueE. J. Urol., Balt., 1950, 63: 773. 


The author has noted a definite increase of renal 
injury in recent years. He does not subscribe to the 
view that the majority of traumatized kidneys 
should be subjected to immediate exploration after 
recovery from shock—contrary to opinions expressed 
by other authors at the 1948 meeting of the Ameri- 
can Urological Association, in Boston. Sixty-seven 
cases in support of the author’s technique are re- 
viewed. 

The occurrence of renal injury is greatest in the 
most active years; 58 per cent of the author’s pa- 
tients were between the ages of 11 and 30 years, the 
period of life when physical activity is at its greatest. 
For the same reason, renal injury is much more com- 
mon in men than in women; 59 of the patients (88%) 
were males, and 8 (12.3%) were females. The causes 
of injury were varied but seasonal, the greatest in- 
cidence being found during the fall and winter 
months. 

The symptoms, classically, are those of injury, 
hematuria, and pain. Gross hematuria occurred in 
93 per cent of patients and more than 50 per cent of 
these were in shock. Fifty-four per cent of injuries 
were Classified as rupture, and 46 per cent as con- 
tusions. 

The author states that in the diagnosis, the ex- 
tent or character of the injury is no criterion. In- 
travenous urograms were made in all cases of pa- 
tients whose blood pressure was sufficient to excrete 
the dye. Cystoscopy and retrograde studies were 
generally avoided. 
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The blood pressure in these cases was carefully 
studied for possible variations. Shock occurred in 
60 per cent of the patients. 

Shortly following the injury in a number of these 
cases there was a true renal ischemia followed by a 
rise in blood pressure due to vascular compression 
from perirenal hematoma, or by packing in the oper- 
ative cases, returning to normal after correction. 

The period in which blood pressure may be altered 
following renal] trauma comes late, after the imme- 
diate effects of the injury, when scarring in the 
perirenal or renal structures may cause ischemia and 
hypertension. This was observed in only one of the 
patients in this series. 

Surgical intervention is considered necessary if 
there is (1) persistent bleeding as evidenced by falling 
blood pressure and elevation of the pulse rate, or 
severe anemia, (2) an increase in flank tenderness, 
(3) progressive flank tumor, and (4) psoas spasm. 
Surgical measures are designed to save as much renal 
tissue as possible. Nephrectomy is resorted to only 
as a last measure when there is-no appreciable 
amount of renal tissue present that is worth saving, 
or when bleeding from a laceration cannot be con- 
trolled by packing. 

Three deaths occurred, all within 24 hours after 
admission, among the 35 patients who suffered rup- 
tured kidneys. All were due to profound shock. 
Only 2 patients required nephrectomy. Six patients 
required incision, drainage, or packing at varying 
time intervals after injury. In 64 cases, no mortality 
occurred. 

In the follow-up studies, only one 11 year old 
boy was found to require a nephrectomy, 8 months 
after his discharge. This was a persistent hyper- 
tension caused by a hydronephrotic kidney with 
perirenal fibrosis. The pressure returned to normal 
after nephrectomy. 

Conservative management of renal injury is rec- 
ommended. NATHAN ROSENBLOOM, M.D. 


Wilms’ Tumor: Evaluation of Treatment Methods. 
Rotre M. Harvey. Radiology, 1950, 54: 689. 

This type of embryonal renal tumor comprises 20 
per cent of all malignancies in infancy and child- 
hood. Because of variations in proposed therapeutic 
plans, the author reviewed the literature and ana- 
lyzed the reported cures in an attempt to evaluate 
irradiation before and after nephrectomy. 

The 716 cases found in 44 reports presented 5 
types of treatment: (1) surgery alone, (2) irradiation 
alone, (3) preoperative and postoperative irradiation 
plus surgery, (4) preoperative irradiation and sur- 
gery, and (5) surgery and postoperative irradiation. 

Cures have been reported with each therapeutic 
regimen, and the chief arguments in support of each 
plan are presented from the writings of the leading 
proponents. 

Complete data were not available regarding all 
of the cases culled from the literature, but 444 cases 
were suitable for statistical analysis. With irradia- 
tion alone and with surgery alone, 15 per cent of the 
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patients survived for at least 2 years. Preoperative 
irradiation and surgery were followed by survival of 
18 per cent of patients. Surgery and postoperative 
irradiation resulted in the survival of 30 per cent, 
while both preoperative and postoperative irradia- 
tion plus surgery produced a survival of 32 per cent. 

Previous studies by other investigators had shown 
that most of the fatal recurrences occurred within 
18 months after treatment. The largest number of 
reported 5 and 1o year survivals followed nephrec- 
tomy alone (percentages not stated). 

The age of the patient appears to be a potent fac- 
tor in the prognosis, irrespective of the type of treat- 
ment. Of 65 patients who were less than 12 months 
of age, 41.5 per cent survived, while only 18.4 per 
cent survived in the group of 407 who were more 
than 1 year old. 

After this comprehensive study, the author con- 
cludes that surgery alone and irradiation alone are 
inadequate in most cases of Wilms’ tumor and he 
suggests that more patients be treated with com- 
bined preoperative and postoperative irradiation 
plus nephrectomy. Ormonp S. Cup, M.D. 


Simultaneous Bilateral Operations on the Kidneys. 
Tuomas E. Grsson. J. Urol.. Balt., 1950, 63: 991. 


Modern advances in urology have reduced the 
hazards of renal surgery to a minimum. As a result 
of more accurate diagnostic methods, improvements 
in anesthesia, and better preoperative preparation 
and postoperative care, aided by the newer chemo- 
therapeutic and antibiotic agents as well as greater 
knowledge of the physiology of the kidneys them- 
selves in health and disease, operations on the kid- 
neys are today surrounded by safeguards which have 
reduced surgical risk and mortality to the vanishing 
point. 

In the small percentage of cases which require 
operations on both kidneys, it has been the custom 
in general to operate on one kidney and at some 
later date to complete the requisite surgery on the 
opposite side. A limited experience has shown that 
in a good many cases operations on both kidneys 
can be successfully accomplished at one sitting 
without imposing undue risk on the patient. 

Granting the feasibility and even the relative 
advantage of bilateral simultaneous surgery on the 
kidneys in bilateral calculous disease, the sphere of 
usefulness of this procedure could be readily ex- 
tended to encompass other pathological entities. 
Other conditions, such as a solitary cyst of one kid- 
ney and a stone in the other could easily be handled 
in one stage. 

The literature contains no reference to surgical 
approach or technical details in the performance of 
simultaneous bilateral operations on the kidneys. 

While operating upon 2 patients suspected of 
having adrenal pheochromocytomas by a modifica- 
tion of Young’s technique for simultaneous exposure 
of the adrenal glands, it occurred to the author that 
such an approach should be of value in simultaneous 
bilateral operations on the kidneys. This approach 
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Fig. = (Gibson). Bilateral incision for simultaneous 
exposure of kidneys. Sketch shows incision directly over 
twelfth ribs which are removed to facilitate exposure of 
the kidneys. 
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has the very important advantage that both kid- 
neys may be operated upon simultaneously without 
the laborious and time-consuming task of having to 
shift the patient from one side to the other and 
redrape him. Another point to consider is that this 
position does not demand the extreme lateral flexion 
of the spine which the conventional position re- 
quires, a factor of possible importance in Pott’s 
disease. 

The technical details of the bilateral approach to 
the kidneys are illustrated. The patient is placed 
face down on the operating table, the table broken 
as desired. In the author’s opinion the best ex- 
posure is obtained by making the incision directly 
down on the twelfth rib which is removed. The 
retroperitoneal space is opened well anteriorly (at 
the point where the end of the twelfth rib was situ- 
ated before its removal) and the tissues are retracted 
toward the costovertebral angle so as to minimize 
the danger of entering the pleural cavity. 

Although adequate, this approach is not pro- 
posed as one to supersede the conventional lumbar 
approach in unilateral conditions, since a limited 
experience seems to indicate that it probably does 
not afford quite the same freedom of exposure. 

RoBERT TuRELL, M.D. 


Discussion on Anomalies of the Ureter in Child- 
hood. T. Twistrncton Hiccins. Proc. R. Soc., 
Lond., 1950, 43: 275. 

The intricacy of the development of the urinary 
tract is such that it is not surprising that the develop- 
mental mechanism should occasionally miscarry. 
One recalls that at the 4 to 5 mm. stage, the ureter 
originates as a bud from the wolffian duct and for a 
time shares the common excretory duct with this 
structure. Later the two openings separate. While 
the lower urinary tract is developing the ureteral 
bud grows upward with the metanephros to form 
eventually the calyces and collecting tubules which 
link with the secreting tubules of the kidney. 
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Genitourinary abnormalities may originate at any 
of these stages of fetal development. The author 
follows Campbell in classifying the anomalies as 
follows: (1) anomalies of number, (2) anomalies of 
origin and termination, and (3) anomalies of form, 
caliber, and structures. 

Total absence of the kidney and ureter and 
reduplication are considered under anomalies of 
number. The former is rare, the latter common. 
Reduplication may be complete or incomplete, uni- 
lateral, or bilateral. Since fission almost always pro- 
ceeds from superior to inferior, the kidney and pelves 
are usually involved. The ureters may fuse or there 
may be two separate ureteral orifices. The prognosis 
in the latter is better than in the former. 

The ectopic ureter is the important anomaly con- 
sidered under anomalies of origin and termination. 
The ectopic ureteral orifice is often the lower of a 
reduplicated ureter. This usually communicates 
with the upper renal segment. In the male the ectopic 
ureter usually opens within the external sphincter; 
incontinence is not a factor, and the diagnosis is 
usually made only when urinary infection is present. 
In the female the orifice is found in the vestibule, 
vagina, or, less commonly, the urethra. Incontinence 
is the rule. Catheterization and retrograde pyelog- 
raphy confirm the diagnosis. 

Anomalies of form, caliber, and structure comprise 
the largest group in the discussion. Ureteral aplasia 
and ureteral displacement are rare. Megaloureter 
may be the result of primary ureteral disease or of 
obstruction at the bladder neck or urethra. Many 
cases cannot be satisfactorily explained. In some, a 
small ureteral orifice is present; rarely is this limited 
to a pure mucosal stenosis. Not uncommonly the 
stenosed orifice is located in the depths of a large 
diverticulum. Occasionally one finds a ureterocele. 
Sometimes a large patulous ureteral opening leads 
into a large ureter without any obvious explanation 
for the defect. Finally, in many cases the ureteral 
orifice appears normal, as does the first one-half to 1 
inch of the ureter; nevertheless, the area above this 
is dilated, again without explanation. 

The clinical signs are those of chronically infected 
urine, disordered micturition, pain, abdominal mass, 
defective renal function, and stunted growth. 

Treatment depends upon the extent of the dis- 
ease. In far advanced cases of unilateral megalo- 
ureter and hydronephrosis, total extirpation is often 
best. The author believes ureteral operations are 
the method of choice for an extensive stricture; 
straightening of kinked ureters is necessary. He 
believes that the dilated ureter should be drained. 
Ureteroceles may be treated by excision. Pin-point 
mucosal stenosis is amenable to diathermy. 

In the discussion WILLIAMS suggested that the 
wide, gaping ureteral orifice is probably the result 
of a primary defect in the development of the bladder 
musculature. BAND and RIcHEs discussed the value 
of sympathectomy. HIGGINs was not impressed by 
sympathectomy or spinal anesthesia as a treatment 
for megaloureter. WELLS reported a case to show 
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that a superimposed infection may exaggerate the 
existing and reversible lesions. 
Joun T. Grayuack, M.D. 


Stone in the Ureteral Stump Left When Nephrec- 
tomy Is Done. GerorceE R. Livermore. J. Urol., 
Balt., 1950, 63: 786. 

The author notes that a ureteral stone left in the 
stump of the ureter after nephrectomy usually 
causes no trouble in the majority of cases. However, 
in cases in which the ureter is dilated and leaves an 
infected pouch which communicates with the blad- 
der, especially where the ureter retains its peristaltic 
action, the results may be a persistent source of in- 
fection to the bladder. Formation of stone in the 
stump of the ureter after nephrectomy is considered 
extremely rare, and is usually due to a stone over- 
looked at the time of surgery. 

Three cases are cited. One case, reported in detail, 
is that of a male who had stone and abscess in a 
ureteral stump 8 years after nephrectomy. There 
was rupture of the abscess with extravasation of pus 
into the pelvis. Surgical drainage of the abscess was 
performed. NATHAN RosENBLOoM, M.D. 


The Upper Urinary Tract Following Ureterointes- 
tinal Anastomosis for Bladder Tumors. ARCHIE 
L. Dean. J. Urol., Balt., 1950, 63: 858. 


An analysis of the status of the upper urinary tract 
following ureterointestinal anastomosis (almost al- 
ways by the Coffey I technique) is made in 99 
consecutive cases of bladder tumor. 

The number of patients available for prolonged 
observation decreased progressively as mortality 
increased with time. There are 57 patients listed as 
having died in 3 years, 27 of whom, including 20 who 
had died at operation, succumbed within 6 months. 
Kidney failure played a prominent part in only 5 
deaths, and even more rarely was such failure at- 
tributed to postoperative ureteral obstruction. 

Prior to operation, 69.5 per cent of the ureters ap- 
peared to be normal and 11 per cent showed no more 
than grade I dilatation. Two weeks after operation 
only 9.6 per cent of the ureters were normal and 48 
per cent showed a grade I dilatation on roentgen 
examination. In 3 months’ time, there was an im- 
proved picture which in part could be attributed to 
the deaths of some of the patients with dilated 
ureters. At this time 27 per cent of the ureters 
appeared to be normal. In 6 months, 42 per cent of 
the ureters were normal. 

The ureteral postoperative obstructions, con- 
sidered largely due to tissue reaction, were reflected 
in the retention of nitrogenous waste products. The 
preoperative blood urea average of 98 patients was 
14 mgm. per cent. By the eighth postoperative day 
there was a progressive rise to 25 mgm. per cent. 
From that point on, the average figure declined until 
2t days after operation, when it was 18 mgm. per 
cent. Follow-up beyond that period was not sig- 
nificant statistically since the majority of the pa- 
tients left the hospital and were not tested. 
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It was necessary to revise 23 of the 198 uretero- 
intestinal anastomoses. In most of the cases, the 
faulty function was discovered early, usually during 
the first month and, except for 1 nephrectomy and 3 
reimplantations into the bowel, was corrected in 
about an equal number of instances by either 
nephrostomy or cutaneous ureterostomy. 

ALLAN K. Swersie, M.D. 


BLADDER, URETHRA, AND PENIS 


Hunner Ulcer. Report of Cases. Tracy O. Powe tt. 
West J. Surg., 1950, 58: 118. 


The author reports 76 cases of Hunner ulcer in 
which emphasis is placed upon the relation of the 
history of the patient to the existing vesical lesion. 
In almost all of the cases there was a predisposing 
etiologic factor for edema at the dome of the blad- 
der, which led to the vicious cycle which finally re- 
sulted in a panmural fibrosis and the clinical syn- 
drome of Hunner ulcer. 

It appears to be more than a coincidence that ap- 
proximately two thirds of all the patients were 
middle aged women who had had uterine fibroids 
and surgery. The pathologic condition toward 
which surgery was directed was probably the cause 
of the patient’s symptoms. Unfortunately, instead 
of removing the pathologic cause of the edema, sur- 
gery accentuated it by closing the few lymph col- 
laterals that were left, and the pre-ulcerous stage 
progressed to culminate in a recognizable Hunner 
ulcer. The time interval between surgery and diag- 
nosis of the vesical lesion apparently varies, but 
averages about 5 years. 

The author believes that a focus of infection may 
also be an important factor in the production of a 
Hunner ulcer. In the pre-ulcerous or edematous 
stage of the disease, transient organisms reach the 
affected tissues and tend to produce local allergic 
and inflammatory reactions. 

FREDERICK A. Lioyp, M.D. 


The Biological Behavior of Transitional Cell Papil- 
loma of the Bladder. CiypeE L. Deminc. J. 
Urol., Balt., 1950, 63: 815. 

It has been assumed that 30 to 4o per cent of 
bladder papillomas never recur after the initial ful- 
guration, and that 60 to 70 per cent either return in 
great numbers, sometimes simulating the parent 
tumor, or become invasive and are histologically 
malignant. It is a question whether the histologically 
benign tumor actually changes its cell pattern. Are 
there two types of papillomas, one remaining benign 
and the other becoming malignant in the later stages? 

The author discusses 109 cases of transitional cell 
papilloma according to the classification of Ash and 
Broders. Of these, 73 per cent occurred in males and 
27 per cent in females. Eighty-six per cent of the 
tumors were found in males and females between 
the ages of 50 and 80 years. The factor of hormonal 
influence in the male should be considered. Single 
tumors were found in 56 per cent of cases; the ma- 
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jority occurred on the trigone and posterior wall of 
the bladder. 

A group of 52 cases were followed for more than 
3 years, to obtain a proper evaluation of the course 
of the disease. In 30.8 per cent, no subsequent new 
growth occurred after treatment; in 50 per cent the 
rate of growth was slow—less than 10 new growths 
per year and with growth-free intervals of 2 to 8 
years; in 11.5 per cent a high recurrence was ob- 
served. Least common was a mixed type of tumor— 
5 per cent of the total. In 7.3 per cent of the 109 
cases the tumors became malignant; 5 became 
papillary carcinomas, 2 became squamous cell car- 
cinomas, and 1 an anaplastic carcinoma. 

The author believes that any change from the be- 
nign to the malignant phase will first be manifested 
by changes in the size, shape, and staining qualities 
of the nucleus and nucleolus, the presence of small 
cells or giant nucleated cells, and loss of regularity of 
cell arrangement. It appears in this study that as 
long as no cell change is found in frequent and ade- 
quate biopsies, the tumors behave like benign tu- 
mors. Of those patients who grew new tumors 
slowly, only 6.6 per cent developed carcinoma. Any 
papilloma of the bladder which shows giant cells, 
even if the cell arrangement is regular, should be 
considered potentially malignant. Nine patients 
(8.3%) had other malignancies. 

A total of 127 transplants were made into the 
eyes of guinea pigs with only four takes. These 
transplants seem to develop for only one generation, 
and could not be made to grow heterologously in the 
second generation. Thus these tumors, in general, 
do not have the character of autonomous inde- 
pendent growth. 

Treatment consisted primarily of cystoscopic ful- 
guration. In the slow growths, fulguration satis- 
factorily controlled recurrence, but it was difficult 
to subject a patient to fulguration many times a 
year, especially with a 66.6 per cent chance for the 
development of cancer. In cases in which repeated 
biopsies indicate malignant characteristics, and in 
which more than 10 tumors per year occur, a total 
cystectomy is advocated until some more effectual 
means of control is found. 

NATHAN ROSENBLOOM, M.D. 


Partial Ureterocystectomy for Carcinoma of the 
Bladder, with Ureteral Implantation. Two Ob- 
servations (Uretero-cistectomia parcial por carci- 
noma de vejiga con reimplantacion ureteral. Dos 
observaciones). MAuRICcIO FirsTaTER. Rev. argent. 
urol., 1949, 17: 188. 


The diagnosis of a juxtameatal carcinoma of the 
bladder in the region of the right ureter was made 
in a man of 45 years. Under spinal anesthesia the 
involved zone was removed with an electric knife, 
and the ureter was reimplanted according to Mar- 
ion’s technique. A retention catheter was introduced 
and the right laterovesical space was drained. Uro- 
graphic studies a year after the operation showed 
excellent evacuation on the right side, and absence 
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Fig. 1 (Gross and Moore). 


of dilatation of the corresponding renal pelvis or 
ureter. 

Similar treatment was employed in a man of 55 
years, with an ulcerative vegetating lesion in the 
area of the left ureterovesical junction. Seventeen 
months after the operation, urograms and endo- 
scopic examination demonstrated normal conditions 
of the left renal pelvis, the left ureter, and the blad- 
der. 

In both cases the histologic examination estab- 
lished the diagnosis of homotypic epithelial mono- 
blastoma. 

The value of partial cystectomy with reimplan- 
tation of the involved ureter, in selected cases of 
bladder carcinoma has been firmly established. 

JosepH K. Narat, M.D. 


Duplication of the Urethra. Report of 2 Cases and 
Summary of the Literature. Rosert E. Gross 
and Tuomas C. Moore. Arch. Surg., 1950, 60: 749. 


The authors have summarized the findings in 83 
cases of urethral duplication reported in the litera- 
ture and including 2 cases of their own. An accessory 
urethra may occur as a complete second passageway 
from the bladder to the dorsum of the penis, or it 
may appear as only a segment of such a pathway on 
the ventral, or particularly the dorsal, surface of the 
penis. It may end blindly or communicate with the 
normal urethra. While the vast majority of accessory 
urethras are on the upper surface of the penis, a few 
were found on the ventral surface of the organ, but 
none of the latter ever connected with the bladder, 
regardless of the length of the tract. 
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Fig. 2 (Gross and Moore). 


In 19 cases there was a complete accessory urethra 
which communicated with the bladder. The distal 
orifice was situated on the glans (4 cases), in the 
balsnopreputial groove (8 cases), in the midportion 
of tne shaft of the penis (1 case), and at the base of 
the penis (6 cases). In all instances except those in 
which the distal orifice was on the glans an epispa- 
diaslike groove on the shaft extended to the distal 
orifice. In 2 cases a rudimentary diphallus was 
present. Both the normal and the accessory urethras 
have a common sphincter at the bladder outlet. 

Blind-ending double urethras rarely cause symp- 
toms other than those due to infection. Gonorrhea 
is the one most commonly encountered. Penicillin 
is the treatment of choice. If this fails, the tract 
may be laid open for curettage of the epithelial lining 


or it may be excised. Rarely, material may accumu- 
late in the tract and cause urinary obstruction by 
producing pressure on the normal urethra. Asympto- 
matic, blind-ending double urethras require no treat- 
ment. Surgical intervention may be indicated in cases 
in which the anomaly is sufficiently deforming to 
warrant it for cosmetic reasons. When there is a 
cleft of the foreskin, an unsightly dorsal groove, an 
accessory penis, or other deformity, proper plastic 
procedures should be instituted. 

When a complete accessory urethra is present, 
incontinence, a double urinary stream, or a disturb- 
ing dorsal angulation of the penis may give the 
indication for operation. 

Dissection and removal of the entire accessory 
tract are not difficult. | Frepericx A. Lioyp, M.D. 
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Perforations in Transurethral Operations. Tech- 
nique for Immediate Diagnosis and Manage- 
ment of Extravasations. HErBert R. KENYON. 
J. Am. M. ASs., 1950, 142: 798. 


Although many vesical and prostatic lesions are 
best treated by transurethral techniques, procedures 
of this type are plagued by inherent complications 
not encountered in open surgical interventions. The 
most common of these are separation of the trigone 
and perforations through the bladder wall, prostatic 
capsule, and urethra. The possibility that perfora- 
tion has occurred may easily be overlooked and the 
most favorable opportunity to correct damage and 
obviate sequelae may be lost. Experience proves 
that the majority of the perforations lead to ex- 
traperitoneal leakage. 

The most serious perforations are signalized by 
gross interference with free and ample return of the 
irrigating fluid. Smaller injuries, with little or no 
obvious impairment of return flow, may escape im- 
mediate diagnosis. 

Suspicion of rupture should be aroused if ab- 
dominal pain develops suddenly during operation. 
This may be inguinal, suprapubic, or upper abdomi- 
nal. Concomitantly a shocklike state usually de- 
velops with the patient exhibiting pallor, sweating, 
an increase in the pulse rate, and a drop in blood 
pressure. 

These accidents are encountered most frequently 
as the resection of a lateral prostatic lobe nears 
completion and the loop reaches the capsule. Deep 
or excessive coagulation of an actively bleeding 
sinus may result in perforation even when a spherical 
electrode is used. 

The author employs saddle block, low spinal anes- 
thesia. If the patient complains of abdominal pain 
or the return flow appears to be inadequate at any 
stage in the operation, the procedure is discontinued 
and immediate cystography or urethrocystography 
is performed. Any of the substances used for in- 
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travenous urography may be employed as the con- 
trast medium, which must be compatible with 
blood and tissue. 

Roentgenograms made after evacuation of the 
bladder often demonstrate the extravasated con- 
trast medium with greater clarity. The type of 
management is determined primarily by the uro- 
graphic indications. 

Since instrumental accidents are accompanied 
by shock, the author believes that the mortality 
can be greatly reduced by a suitable period of delay 
and preparation before secondary surgical proce- 
dures are instituted. 

When urography demonstrates a localized ex- 
traperitoneal extravasation, satisfactory drainage 
can be maintained solely by urethral catheter in 
many instances. A Foley catheter, 22 to 24 French 
in caliber, with a 5 c.c. balloon, is introduced with 
a stylet. 

Irrigations are withheld unless drainage is im- 
paired; and then sterile saline, in quantities not ex- 
ceeding 60 c.c., is employed. Appropriate antibiotic 
and chemotherapeutic substances are administered 
before and after operation. 

The catheter is removed after from 6 to 7 days. 
Hospitalization is continued for an additional 2 to 3 
days, during which the urinary pattern is studied. 
Urethrocystography is repeated before discharge, if 
feasible. In none of the patients treated in this man- 
ner have perivesical or periprostatic abscesses de- 
veloped. 

In the presence of extensive perivesical extrava- 
sations or intraperitoneal involvement, suprapubic 
drainage is essential. After 4 to 6 hours, improve- 
ment is usually satisfactory and any necessary surgi- 
cal measures can be undertaken with comparative 
safety. Not only should cystostomy be adequate, 
but all retroperitoneal areas involved in the extrava- 
sation should be exposed and drained. In borderline 
situations it is safer to divert the urine suprapubically 
than to rely on the urethral catheter alone. 

FREDERICK A. Litoyp, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Traumatic Malady. General Reactions of the Skel- 
eton Following Fracture of a Bone Evidenced 
by Medullography. (Sulla malattia da trauma. 
Reazioni generali dello scheletro dopo frattura di un 
osso evidenziate con la medullografia.) L. Ducct. 
Chir. org. movim., 1950, 34: 103. 

Twenty-nine patients were submitted to medullo- 
graphic study. Eighteen of these had fractures, 
3 had trauma without skeletal discontinuity, and 5 
had surgical trauma. Three patients were selected as 
controls: 1 with duodenal ulcer, 1 with angiocholitis, 
and 1 with sciatica. The ages of these subjects 
varied from 6 to 71 years; the majority were in the 
third and fourth decades of life. The medullographic 
studies were made at various intervals following the 
trauma (2, 4, 6, 10, 11, 16, 18, 45, 48, 60, 75, 100, 
120, 155, 180, and 200 days). In 1 patient the exam- 
ination was made after several months. Two sub- 
jects were re-examined after 5 months and 155 days, 
respectively. The criteria of results have already 
been discussed (De Giuli and Ducci. Settimana 
med., 1945, 33: 91). 

The technique consisted of the injection of uro- 
selectan into the medullary cavity of the uninjured 
tibia (in some instances also in the fractured tibia). 
A special needle with a triangular tip—like that of 
the Kirschner wire—was used and after its intro- 
duction a Record syringe was attached. The tre- 
phine hole was made as small and tightly fitting as 
possible. Local anesthesia was used, or advantage 
was taken of a general narcosis for other purposes. 

With the exception of the controls and of one of 
the fracture cases there was always more or less 
evidence of disturbed osseous metabolism consisting, 
in the most outspoken examples, of a loss of the 
fine trabecular structure of the normal bone and an 
absence of venous drainage from the bone. The 
line of uroselectan transmission in the axis of the 
marrow cavity would be devious and interrupted by 
varicoselike dilatations. In the most advanced cases 
the medium would be difficult to inject, requiring 
considerable pressure on the plunger o/ the syringe, 
and the medium would at times fail tc travel to the 
ends of the bone and would accumulate near the 
point of injection. These findings were interpreted 
as circulatory stasis and osteoporosis, and did not 
appear until 10 to 15 days after the injury. In some 
cases the findings would return to normal after 
about 100 days, in others not until after 155 days. 
The latter cases were usually severe injuries. 

These studies were duplicated experimentally on 
the rabbit. Here the results were largely confirma- 
tory; however in the tiny bone of this animal the 
changes in internal configuration were not so reli- 
able and the criteria consisted of apparent difficult 


diffusion of the contrast medium, failure of venous 
drainage, and an apparent thinning or porosity of 
the cortex of the bone. 

In these experimental animals there was also 
evidence of hyperactivity of the parathyroids, espe- 
cially in the animal sacrificed on the seventy-fifth 
day following the fracture, in the guise of increased 
acidophilic properties of the plasma of the cells of 
the gland, an increased blood circulation, and a 
crowding together, or perhaps increase in number, of 
the gland cells. In the animal sacrificed on the hun- 
dredth day, conditions were again normal. 

The author believes that this test in the animal— 
and by analogy also in the human patient—is of 
value in uncovering minor osseous changes which 
are undetectable by direct roentgenologic exami- 
nation, that the findings indicate that the bone 
changes described are the result of increased activity 
of the parathyroid glands, and, finally, that the 
general character of the skeletal changes, that is, 
involving the whole skeleton, suggests also a trau- 
matic irritation of the mid brain which in turn reacts 
by stimulation of the parathyroid hormone pro- 
duction. Joun W. BRENNAN, M.D. 


Malignant Tumors of the Joints (Les tumeurs arti- 
culaires malignes primitives). R. DE GRAILLy and 
H. LEGER. Presse méd., 1950, 58: 462. 


Malignant tumors of the joints may develop and 
consist of any tissues found within the joint. The 
tumors sometimes progress slowly after a latent pe- 
riod of quiescence; however the ultimate outcome in 
most instances is very serious. The best treatment 
is amputation as soon as the histological evidence of 


malignancy is available. GeorcE I. Retss, M.D. 


Congenital Torticollis (Torticolis congenito). ALBERTO 
H. Pracuos. Sem. méd., B. Air., 1950, 57: 733. 


Wry neck may be due to cutaneous, muscular, 
osseous, or nervous tissue lesions. The author con- 
fines his remarks to congenital muscular torticollis. 
In 8.52 per cent of the cases other concomitant mal- 
formations, such as clubfoot, spina bifida, congenital 
dislocation of the hip, and harelip, were encountered. 

The obstetrical theory does not explain the ap- 
pearance of wry neck in children 8 or 9 years of age, 
nor the failure of its development in adults after 
trauma of the sternocleidomastoid muscle. More- 
over, hematomas in this muscle, following an in- 
trapartum trauma, frequently are not followed by 
the appearance of torticollis. 

Prenatal conditions, such as abnormal position 
of the fetus, oligoamnios, or amniotic bridges, as 
well as obstetrical traumas are able to produce 
torticollis only if a tendency to fibrous hyperplasia 
is present in the sternocleidomastoid muscle, the 
cervical medial aponeurosis, the perivascular sheaths, 
and in other muscles of the involved region. It fol- 
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lows that corrective measures should be directed 
toward all the aforementioned structures. 

Concomitant lesions, such as scoliosis, craniofacial 
asymmetry, or deformities of the thorax, may be due 
to disturbances of the staticodynamic equilibrium 
caused by a faulty position of the fetal head. 

Hematoma of the sternocleidomastoid muscle 
without manifest torticollis necessitates immobiliza- 
tion for 2 to 3 months. 

Torticollis requires bipolar tenotomy, section of 
all retracted aponeurotic structures, and immobiliza- 
tion for 2 months or longer. Before the operation 
a body cast and a plaster of paris cap fitting the 
scalp are applied. After the operation. they are 
united with the head in hypercorrected position. 

Small children are operated on under general 
anesthesia with intubation, while local anesthesia is 
employed in older children and in adults. The first 
stage of the operation consists of section of the super- 
ficial aponeurosis, the lower insertion of the sterno- 
cleidomastoid muscle, and of other involved mus- 
culoaponeurotic structures. The second stage, 
namely, section of the upper pole of the aforemen- 
tioned muscle and its sheath, may be done imme- 
diately following the first stage or at a later date. 

Josrru K. Narat, M.D. 


Ischemic Posttraumatic Necrosis of the Femoral 
Head (Réflexions sur la nécrose ischémique post- 
traumatique de la téte fémorale). J. VAEYE. Acia 
orthop. belg., 1950, 16: 85. 

The ischemic posttraumatic necrosis of the fe- 
moral head is caused by lack of circulation. The 
bone cells die. The surrounding living tissues under- 
go decalcification due to disuse atrophy. The diag- 
nosis of aseptic necrosis of the femoral head can be 
made in the second month by x-ray examination. 

It is very important to realize that bone regen- 
eration may require several years. If the patient 
is placed on full weight bearing before complete 
regeneration of the femoral head has taken place 
definite changes occur which cause degenerative 
arthritis within the hip joint. It is very important, 
therefore, to try to make an early diagnosis before 
the clinical signs have appeared. 

The author presents 4 cases of aseptic necrosis of 
the femoral head; one was an abduction fracture in 
an adult, another a slipped femoral epiphysis in an 
infant, the third case a posterior dislocation of the 
hip, and the fourth a subcapital fracture. 

In the infant, regeneration of the head was helped 
by traction or immobilization in a hip spica. In the 
adult patients, especially those with subcapital frac- 
tures, the author suggests that resection of the head 
be done in certain instances to:prevent necrosis. 

This paper was discussed by M. Wolkes who pre- 
sented the case of a patient with a fracture of the 
femoral neck who was treated conservatively by 
traction for 6 months and then allowed to bear full 
weight. After 3 months of ambulation, severe pain 
developed in the hip, and at the end of 6 months 
there was no motion in the hip joint at all. The 
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discussion was continued by M. Verbrugge. If an 
early diagnosis of aseptic necrosis could be made 
early arthroplasty would be indicated. It is impos- 
sible to ascertain whether or not aseptic necrosis 
will develop. He suggested that subtrochanteric 
osteotomy is sometimes very helpful in treating 
aseptic necrosis by changing the line of weight bear- 
ing. GrorcE I. Reiss, M.D. 


SURGERY .OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Flexor Tendon Repair in the Hand. B. K. RANK and 
A. R. WAKEFIELD. Austral. N. Zealand J. Surg., 1950, 
19; 232. 

Primary direct repair is the method of choice when 
one is dealing with a relatively clean incised wound 
of the hand without tissue loss and only of a few 
hours’ duration. The exception is when there is 
severance between the metacarpophalangeal joint 
and the insertion of the flexor digitorum sublimis 
muscle. If primary repair is indicated, only the pro- 
fundus should be sutured and the two ends of the 
sublimis should be resected clear of the operative 
field. Occasionally in children both tendons may be 
repaired with good functional results. 

Delayed direct repair is indicated in the absence of 
the conditions already mentioned. In such cases a 
conservative wound toilet is done and the skin closed 
meticulously. The joints are kept mobile by passive 
movements. When the wound is healed and the 
tissues are mobile, the delayed direct suture is done. 

Delayed tendon grafting is done when primary re- 
pair is contraindicated or the time interval since the 
injury is so long that the tendon has contracted, i.e., 
any time after 6 weeks. Both tendons with the digi- 
tal sheath are removed from the proximal palm to the 
short stump of the profundus near its insertion. A 
graft may be obtained from one of the long extensors 
of the toes or the palmaris longus with its paratenon. 
The graft is attached to either the sublimus or pro- 
fundus muscle in the proximal palm to the profundus 
stump. Two narrow pulleys of the digital sheath 
must be preserved. 

A tourniquet is essential. Careful placing of skin 
incisions in the fingers laterally and in the palm 
transversely or obliquely is essential. Only the finest 
and most delicate instruments should be used. 
Trauma must be avoided in handling and suturing of 
the tissues. Proper tension of the tendon grafts is 
essential. Immobilization should be carried out for 
approximately 3 weeks. Physical therapy is impor- 
tant in the after-care. The final results should not be 
anticipated under 6 months. 

Danie£z H. LEvIntTHAL, M.D. 


Physiologic Arthroereisis in the Treatment of Genu 
Recurvatum (Artrorisis fisiol6gica en el trata- 
miento del genu-recurvatum). ALBERTO INCLAN. 
Cir. ortop. traumat., Habana, 1949, 15: I. 


Abnormal hyperextension of the knee leads to a 
deformity called “genu recurvatum.” Distention 
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of the posterior portion of the articular capsule and 
the crucial ligaments, indispensable for the produc- 
tion of the deformity, may be of congenital or ac- 
quired origin. The latter type is usually caused by 
infantile paralysis. In the presence of pes equinus, 
attempts to step on the heel’ necessarily lead to hy- 
perextension of the knee. 

Operations for the correction of the deformity 
may be divided into two groups: (1) plastic opera- 
tions on the soft tissues, especially ligaments, and 
(2) operations on bones, namely, osteotomies. 

The author employs a procedure which modifies 
the articular surface of the tibia. Good results, 
recorded in follow-up examinations over a long 
period of time, have convinced the author that the 
physiological arthroereisis is the method of choice 
in the treatment of genu recurvatum in cases in 
which epiphyseal dysplasia is the underlying ana- 
tomic factor. The operation has no untoward effect 
on the growth of the tibia. The procedure consists 
essentially of splitting the tibial epiphysis in a hori- 
zontal direction and inserting a few bone grafts 
between the cut surfaces. The bone is exposed 
through a T-shaped incision on the anteromedian 
aspect of the tibia. Josern K. Narat, M.D. 


The Operative Treatment of Hallux Valgus (Leczenie 
operacyjne koSlawoSci palucha). J6zEF Komza. 
Polski przegl. chir., 1950, 22: 155. 

After several days of cleansing baths and poultices 
to the foot, the operation for hallux valgus is carried 
out under local anesthesia (50 c.c. of 0.5 per cent 
procaine). Nervous patients receive a supplemental 
pentothal or evipal narcosis; ether is rarely used. 
The incision begins in the middle of the dorsal sur- 
face of the basal phalanx of the great toe and ends at 
about the upper third of the first metatarsal bone. 
If the bunion be pronounced the incision encircles 
the callus covering the bursa, both of which are 
removed. The periosteum is pushed back with an 
elevator. The soft tissues are retracted and the 
bone is fixed with the Hohmann skid. In this 
process the medial attachment of the joint capsule 
is detached. If the bunion be extremely prominent, 
the protruding knob is sparingly chiseled down. This 
is done with a broad-cutting chisel. 

The head of the first metatarsal is now detached 
by a cut, made with a fine chisel, vertical to the long 
axis of the bone. However, the chisel does not pass 
entirely through the metatarsal but leaves on the 
detached fragment of head a thin plaque of bone 
2 or 3 cm. in length, which is composed of the cor- 
tex of the lateral surface of the bone. This plaque 
is detached by chisel cuts taken parallel to the long 
axis of the first metatarsal bone itself. The head and 
attached spicule is then displaced laterally and down- 
ward in a plantar direction for a little more than half 
of the width of the head itself. 

The remaining fragment of the metatarsal bone 
which still bulges medially is then chiseled longi- 
tudinally so as to form a wedge with the base di- 
rected toward the distal cut surface. This wedge is 


then implanted into the space between the plaque of 
bone still attached to the head and the lateral 
surface of the shaft of the metatarsal os. The cut 
edges of the capsule are then shortened and reat- 
tached by silk sutures and the wound is closed. 

The foot is now placed in a plaster splint for 3 
weeks. If the transverse arch is badly flattened a 
wedge is also chiseled from the fifth metatarsal. The 
base of this wedge is directed downward and medi- 
ally, and when removed the head of the fifth meta- 
tarsal bone naturally bends in this direction. Thus, 
the whole operation tends toward reconstruction of 
the transverse arch. 

The author began to use this method during the 
year 1945 and up to the month of March, 1948, 
35 patients have been so treated, 33 of them bilater- 
ally. The ages of the patients ranged from 23 to 
55 years. In 32 of the cases the hallux valgus was 
accompanied by a flattening of the transverse arch. 
There were in this material only 4 instances of flat- 
tened longitudinal arch. 

In all the patients who could be rechecked the 
results have been very satisfactory. The painful 
calluses beneath the second and third metarsal heads 
have disappeared. It is, of course, too early yet to 
assess the ultimate results; however, the method, 
theoretically at least, removes all the causes for 
suffering by the use of a simple and nontraumatic 
technique. Joun W. BRENNAN, M.D. 


FRACTURES AND DISLOCATIONS 


Contribution to the Subject of Isolated Fractures 
of the Capitulum Humeri (Fratture isolate 
del’eminenza capitata dell’omero). A. PiROvVANO. 
Chir. org. movim., 1950, 34: 141. 

The designation of Ciaccia (Chir. org. movim., 
1929, 14: 181) of isolated fracture of the capitulum 
humeri is preferred to the common French term of 
“décalottement du condyle huméral,” since the 
author regards it as a true fracture involving, in 
addition to the cartilaginous covering of the articular 
process with the head of the radius, also an appreci- 
able portion of the bone tissue of the humerus itself. 

The study is based on 5 case reports. The pa- 
tients were all women of ages 14, 52, 29, 18, and 
50 years respectively. This is the material com- 
prising this particular fracture during the past 10 
years, among a total of approximately 1,000 fractures 
of the elbow at the Institute of Surgical Pathology 
of Milan, Italy. 

All the injuries as related by the patient suggested 
some form of falling on the outstretched hand with 
the arm in more or less abduction at the shoulder. 
In all cases the diagnosis was made roentgeno- 
logically with a lateral projection. In 3 of the sub- 
jects the capitulum humeri was all that was in- 
volved, in the 2 others the lateral lip of the trochlea 
was also involved, more or less profoundly. In 2 of 
the roentgenograms there was an evident involve- 
ment also of the anterior lip of the capitulum radii. 
This, in the author’s opinion, indicates a more or 
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less important degree of participation of the head of 
the radius in the pathogenesis of the fracture. Also 
the fact that these fractures of the Hahn-Steinthal 
type (there were no instances in this material of the 
incomplete or superficial type of this same break 
known as the Kocher-Lorenz fracture) showed a 
complete detachment of the fragment inferiorly 
while the upper border tended to retain its periosteal 
attachments, suggests the production of the fracture 
as a dislocation of the radial head backward and 
wedging of its capitulum beneath the capitulum 
humeri. This may be all that happens at first, or 
the edge of the radial capitulum may sheer off a 
thin shell of the cartilage covering the surface of 
the capitulum humeri (Kocher-Lorenz fracture); 
finally, there may be a violent impingement of the 
capitulum radii, perhaps an unfortunate struggle of 
the patient to rise, or some violent movement of the 
body, and the more serious (Hahn-Steinthal frac- 
ture) results. 

In the former, of course, the rule of procedure was 
to open the joint and remove these cartilaginous 
fragments, and as a fact that was just what was 
done in the first 2 cases in this series. In these 2 
patients the ultimate functional results were not too 
good (limited extension of the joint, marked valgus 
posture) and a bad retractile scar remained. How- 
ever, in accordance with the conservative movement 
of the past few years, an attempt was made at closed 
reduction of the fragment under general ether anes- 
thesia. With the joint supported and padded and in 
an extended and strongly varus position, the pal- 
pable fragment, lying on the anterior surface of the 
humerus, could be pushed back into a perfectly 
reduced position with the two thumbs of the opera- 
tor. The arm was then strongly flexed at the elbow 
until the patient was sufficiently roused to permit 
application of the cast; flexion of the elbow was 
reduced to a right angle with the hand in half 
pronation and a cast applied from the shoulder to 
the interdigital fold of the hand and left in place for 
about 20 days; physiotherapy was then started. In 
all 3 of these cases a perfect result has been attained. 
Although in 1 case more than 3 weeks had passed 
since the accident, nevertheless the fragment, when 
replaced, healed back firmly and all the movements 
of the joint were retained. Thus, the author believes 
that every effort should be made to reduce the frac- 
ture without opening the joint, and in inveterate 
cases, in which conservative measures fail, the lateral 
incision should be the one of choice. In these opin- 
ions the author is sustained by others (Boehler, 
Migliardi). Joun W. Brennan, M.D. 


The Treatment of Fresh Dislocation of the Acromi- 
oclavicular Joint with Temporary Pin Trans- 
fixation (Behandlung der frischen Akromioklavi- 
kularluxation mit temporaerer perkutaner Trans- 
fixation). JOERG BOEHLER. Wien. med. Wschr., 
1950, 100: 264. 


A short summary of the history of the treatment 
of dislocations of the acromioclavicular joint is pre- 
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sented. A cumbersome and large apparatus is neces- 
sary to hold the lateral end of the clavicle in position 
from 4 to 6 weeks to accomplish healing of the 
dislocation. 

The author uses a stainless steel wire measuring 
2 mm. in diameter. The wire is introduced through 
the acromion, passing posteriorly to the acromio- 
clavicular joint and then follows the course of the 
medullary canal of the clavicle, extending through 
the lateral one-third of the bone. 

The advantagés of this method lie in the fact that 
the cartilage within the acromioclavicular joint is 
not disturbed, there is complete freedom of the arm, 
and the pin is easily removed. 

GeorcE I. Reiss, M.D. 


ORTHOPEDICS IN GENERAL 


Evaluation of Hemograms in the Presence of Car- 
cinosis of the Bone Marrow (Ueber die Bewertung 
der Blutbildveraenderungen bei der Knockenmarks- 
carcinose). HERMANN Ott. Arzil. Forsch., 1950, 4: 
273. 

Metastases in the bone marrow from carcinoma 
are more frequent than is generally believed. They 
can be detected relatively early in a large percentage 
of cases by changes in the blood picture. Secondary 
anemia, leucocytosis, lymphopenia, and a shift to 
the left are usually found in advanced stages of can- 
cer. While small, anisocytotic, and hypochromic 
erythrocytes are frequently found in cancer without 
bone metastases, normochrome cells predominate in 
cases with invasion of the bone marrow by cancer. 
On the whole, the number and shape of the leuco- 
cytes are not characteristic for carcinosis of the bone 
marrow. The appearance of numerous myelocytes 
and of early stages of erythrocytes in the circulating 
blood justify the suspicion of metastases in the bone 
marrow. 

Cancer shows an inclination to form bone metas- 
tases, in a descending order of frequency, in the 
following organs: breast, lungs, and prostatic gland. 
As to the stomach, only carcinoma located in the 
antrum or the pylorus produces carcinosis of the 
bone marrow; tumors located in other parts of the 
stomach lead to such metastases only in exceptional 
cases. 

A temporary improvement of the symptoms may 
be obtained by intravenous injections of ethyl 
urethane which possesses cytostatic properties. 

Joseru K. Narat, M.D. 


Physiopathological Considerations, Anatomical 
and Clinical Investigations Concerning Ische- 
mic Contractures, and Their Sequelae in Men 
(Considérations physio-pathologiques et documents 
anatomo-cliniques concernant les contractures d’- 
origine ischémique et leurs séquelles chez l’homme). 
RENE FONTAINE and ADRIEN Dany. Rev. chir., 
Par., 1950, 69: 65. 


Volkmann published a monograph in 1881 stating 
that ischemic contractures are caused by a prolonged 
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interruption of the arterial blood supply. The venous 
stasis, which is often quite severe, coexists with the 
interruption of the arterial circulation and contrib- 
utes to the muscular changes. The muscles lose 
their elasticity by degeneration of the muscle fas- 
cicles and eventually resemble muscles seen in rigor 
mortis. Finally, the muscles are invaded. by tough 
fibrous tissue. The same syndrome appears occa- 
sionally after simple ligature, laceration, or contu- 
sion of the large vessels. 

Volkmann’s syndrome may appear 2 or 3 days 
after injury, i.e., supracondylar fracture. It is char- 
acterized by severe pain and coldness of the hand. 
Soon the fingers assume the position of semiflexion. 
More often the condition appears in the third or 
fourth week, particularly at the time of removal of 
the plaster. Occasionally, fractures of both bones 
of the forearm, or fracture of the radius, ulna, or of 
the coronoid process may precede Volkmann’s syn- 
drome. A tight plaster in itself is not the main cause 
of Volkmann’s contracture. Volkmann’s contrac- 
ture is caused primarily by vascular trauma, par- 
ticularly of the humeral artery, and the compression 
of a tight plaster only aggravates the previously 
existing circulatory disturbance. Volkmann’s con- 
tracture may occur after the application of an 
Esmarch band or after a severe contusion of the 
large vessels. Forceful manipulation in the process 
of reduction of a supracondylar fracture may cause 
a partial or complete tear of the humeral artery 
which may lead to thrombosis. The artery may be 
compressed between bone fragments. Arteriography 
has shown many instances in which not only the 
humeral artery is involved but its main branches as 
well. Occasionally, Volkmann’s contracture pre- 
sents the picture of an isolated paralysis of one of 
the nerves of the forearm. In most instances it 
simulates paralysis of the median nerve. As a rule, 
the radial pulse is absent, making the diagnosis of 
Volkmann’s syndrome possible and exploration of 
the humeral artery reveals either an impairment or 
occlusion of its lumen as well as of its collateral 
epitrochlea arteries. The median nerve may be 
surrounded by tough fibrous tissue. Many investi- 
gators have found that the nerves and muscles of 
the affected extremity may show an equal stage of 
degeneration. At the onset, Volkmann’s contracture 
shows the picture of hypertonic muscular contrac- 
ture. Strauss found that the muscles are in a stage 


of continuous involuntary tonic contracture; they 
are hard to the touch and do not appear compietely 
paralyzed. It is impossible, however, to stretch the 
shortened muscle passively. Early surgical inter- 
vention at this stage may often prevent the muscles’ 
passing into the stage of irreversible fibrosis. The 
operation may consist of arteriotomy, perivascular 
sympathectomy, or simple procaine infiltration of 
the stellate ganglion. 

The interossei muscles flex the first phalanx and 
extend the distal two phalanges. Volkmann’s con- 
tracture causes the interossei muscles to shrink and 
shorten. The fingers assume the position of flexion 
of the first phalanx and extension of the distal two 
phalanges. The contracture of the pronator muscle 
fixes the arm in either complete pronation or semi- 
pronation. 

The affected muscles show initially a dark dis- 
coloration similar to an intestine in a strangulated 
hernia. Later on, the muscles assume a'pale yellow 
color. The histological sections show zones of irri- 
tation with extravasation of the blood elements, 
islands of necrosis, and also zones of normal ap- 
pearance. After the initial 48 hours the picture 
changes slowly into that of sclerosis. The scar tissue 
envelops nerves and soft tissues. Occlusion of the 
main humeral artery and of the epitrochlear and 
epicondylar arteries (the collateral circulation) causes 
ischemic contracture of the muscles. Experiments 
carried out on dogs have shown that irritation of one 
segment of the humeral artery with an iodine com- 
pound (tenebryl) causes vascular spasm followed by 
muscular contracture of the forearm. These experi- 
ments prove that interruption of the blood supply 
and a cerebrospinal reflex mechanism are equally im- 
portant in the causation of Volkmann’s contracture. 

Lombard reports a case in which a child, after an 
injection of procaine into the pronators of the fore- 
arm, completely recovered from an already estab- 
lished paralysis of all three nerves and a Volkmann 
type position of the hand. Volkmann’s muscular 
contractures are initiated by local factors and sec- 
ondarily aggravated by a cerebrospinal reflex mech- 
anism. There are two stages of Volkmann’s con- 
tracture, an anatomical irreversible fibrosis and an 
early stage which predominantly consists of tonic 
contracture which can be helped in certain instances 
by early operative intervention. 

GeorcE I. Reiss, M.D. 
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BLOOD VESSELS 


Circulatory Modifications Immediately Due to 
Ligation of an Artery (Sulle modificazione circola- 
torie immediate dovute alla legatura di un’ arteria). 
S. ABeatici and L. Campr. Arch, ital, chir., 1949, 
722.283. 

Ligations were performed upon the femoral artery 
of dogs and arteriograms were taken at time intervals 
ranging from 1 second to 7 hours after the operation. 
A severe constriction was noted which appeared 
after 3 to 5 seconds and involved not only the proxi- 
mal end of the femoral artery but the collateral 
circulation, the internal iliac artery, and the artery 
to the tail. Except, for the ligated vessel itself, the 
spasm was of brief duration and was followed by a 
definite dilatation. After 3 hours, the ligated vessel 
was found to have partially recanalized below the 
ligature and by 7 or 8 hours, this process was com- 
plete. 

Mechanisms capable of producing the observed 
spasm and the compensatory dilatation are dis- 
cussed. Epitu B. FaRNswortn, M.D. 


Acute Arteriovenous Aneurysm of the Right Com- 
mon Carotid Artery and Internal Jugular Vein. 
Transpleural Approach to Control the Arterial 
Supply. Mims Gace, Ann. Surg., 1950, 131: 617. 


The case of a patient with an arteriovenous 
aneurysm (varicose aneurysm) of the right common 
carotid artery and internal jugular vein which pre- 
sented several unusual clinical features is reported 
from the Ochsner Clinic in New Orleans, Louisiana. 
The aneurysm which was associated with an or- 
ganized hematoma of 3 weeks’ duration was only 5 
weeks old when it ruptured and filled the entire right 
side of the neck with a hematoma the size of a 
grapefruit. 

The case was that of a 17 year old white boy who 
was injured by a pistol wound on the right side of the 
neck with moderate, immediate swelling. Bleeding 
was controlled by pressure and a few days later the 
swelling in the neck decreased in size. A pulsating 
mass developed which had a definite and continuous 
thrill. Since this pulsating hematoma was only 3 
weeks old it was believed that the patient should be 
allowed to go home and be brought back at a later 
date for operation. 

Eleven days later the patient returned to the hos- 
pital with an enlargement of the mass to the size of 
a grapefruit. It gradually increased in size. Early 
surgical intervention was imperative. It was neces- 
sary to obtain a surgical approach that would permit 
exposure and correction of the fistula and also control 
a possible massive hemorrhage. A direct approach 
through the hematoma in the neck was impossible. 
The plan adopted was control of the arterial supply 
by using a provisional occlusive ligature on the 


innominate artery in the chest. At the time of 
surgery this was easily accomplished. The venous 
supply of the upper pole of the hematoma was tied 
off just beneath the mastoid process. Incision 
directly over the hematoma allowed evacuation of 
the clot. The openings in the carotid artery and 
internal jugular vein were easily located and ligated. 
Careful examination of these structures demon- 
strated that the common carotid artery had been 
completely severed by the bullet and the vein almost 
completely severed. The patient experienced an 
uneventful recovery and was discharged from the 
hospital on the twenty-third postoperative day. 
This case presents the unusual feature of an 
aneurysmal sac being formed with an arteriovenous 
fistula. Most arteriovenous fistulas are traumatic in 
origin and occur between the artery and the ac- 
companying vein. The opening between the two 
vessels is rapidly sealed off; this prevents the forma- 
tion of sacculation in over 9o per cent of the cases. 
It is only when both walls of the artery and vein 
have been penetrated, or the artery has been com- 
pletely transected or a portion of its wall destroyed 
that a pseudosac accompanies the fistula. This was 
a true varicose aneurysm. The control of hemor- 
rhage by the direct approach to the innominate 
artery near the arch or the aorta through the chest 
was a unique and profitable feature of the operative 
procedure. There were no apparent complications 
of the ligation of the common carotid artery at the 
site of formation of the sac. Apparently the great 
pressure of the hematoma on the vessels of the neck 
decreased the carotid flow and the collateral channels 
opened prior to the operation. Another interesting 
phase of this case was the absence of cardiac dilata- 
tion in view of the great increase in total blood and 
plasma volume and cardiac output. Preoperatively 
the blood volume was 6,100 c.c. and the plasma 
volume 3,290 c.c. and postoperatively the former was 
4,680 c.c. and the latter 2,810 c.c. Apparently the 
internal jugular vein was so compressed that the 
maximum shunt did not permit the blood to reach 
the right side of the heart in sufficient and steady 
quantity to produce cardiac dilatation. This case 
originally presented a surgical problem which seemed 
almost insurmountable, yet by intrathoracic control 
of the arterial blood supply it was possible to com- 
plete the procedure successfully without untoward 
difficulty. Curtis Artz, M.D. 


A Case of Lymphosarcoma with Metastases in Un- 
usual Situations. ANTELIO Ficara. J. Path. Bact., 
Lond. 1950, 62: 103. 


Lymphosarcoma has frequently been found in 
nonlymphoid organs and some authors have referred 
to these as actual sites of origin; however, it is doubt- 
ful that such lesions are other than metastatic le- 
sions secondary to a primary lesion in a lymphoid 
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organ which does not assert itself clinically. The 
case presented here illustrates the widespread and 
bizarre distribution of metastases that may occur, 
and suggests that neoplastic arterial emboli may be 
a most common method of spread. 

This male patient’s lymphosarcoma first appeared 
as a nasopharyngeal tumor, which was resected, and 
then over a period of several months involved the 
left testis, both biceps brachii muscles, the left calf, 
muscles of both thighs, and the skin. At autopsy, 
there was extensive involvement of the cervical and 
mediastinal lymph nodes, and most of the organs of 
the chest and abdomen. Conspicuous by their lack 
of any metastases were the liver, spleen, and all bone 
structures. 

Evidence of invasion of the blood vessels by tumor 
cells was found in the left testis, the portal vein, and 
in the smaller pulmonary vessels, and it seems prob- 
able that the spread of the lymphosarcoma in this 
case was via the blood stream. 

STANLEY W. TuELL, M.D. 


BLOOD; TRANSFUSION 


The Control of Blood Transfusion Hazards. Roy D. 
McC ture, FRANK W. HARTMAN, and GEORGE H. 
Mancun. Ann. Surg., 1950, 131: 628. 


The importance of blood transfusion as an ad- 
junct to modern surgery is emphasized by the fact 
that larger hospitals with active surgical services 
frequently give from 4,000 to 12,000 transfusions 
per year. The average rate in general hospitals is 
about 6 transfusions per bed per year. Five great 
dangers have been associated with the development 
of blood transfusion administration: (1) intravas- 
cular hemolysis, which was decreased after Land- 
steiner’s discovery of the blood groups in 1900; (2) 
the risk of transferring syphilis from the donor to 
the patient; (3) reactions from pyrogens, which de- 
creased after Seibert’s discovery of pyrogens in 1923; 
(4) reactions from antigenic blood, which have 
recently decreased due to the work of Landsteiner 
and Wiener on the Rh factor; and (5) homologous 
serum jaundice. 

It is pointed out that with present day knowledge 
and laboratory facilities, accidents from intravenous 
hemolysis are for the most part preventable.. The 
first manifestations of a hemolytic reaction are chills, 
pain in the chest and legs, respiratory distress, and 
shock. If the amount of hemolyzed blood is small 
(60 to 300 c.c.) or the patient is under an anesthetic, 
only a fall in the blood pressure will be noted. If the 
first 100 c.c. of blood are given slowly (15 minutes) 
under close supervision of the physician, the ad- 
ministration of lethal doses of incompatible blood 
can be avoided. A patient will usually survive the 
initial shock of a hemolytic reaction, but the associ- 
ated stagnant anoxia, along with acidosis and dehy- 
dration, contributes to the more fatal renal anoxia 
or so-called “lower nephron syndrome.” The early 
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signs of this syndrome are hemoglobinuria and oli- 
guria which terminate in irreversible renal insuffi- 
ciency in about half of the cases. Freezing and 
thawing, bacterial contamination, or inadequate or 
prolonged refrigeration may be responsible for the 
hemolysis of cells that takes place during blood bank 
storage. Extensive hemolysis may also occur when a 
large amount of 5 per cent glucose solution at room 
temperature is added to cold blood in starting the 
transfusion. 

Pyrogenic reactions are always characterized by 
chills and fever. This risk has been almost com- 
pletely eliminated by the manufacture of pyrogen- 
free solutions and tubing. 

Transfusion syphilis has been eliminated by the 
use of the Kahn presumptive and Kline exclusion 
tests and refrigerator storage. The treponema 
pallidum will be killed if the blood is kept at 4 degrees 
C. for 3 days. Exclusion of donors who have had ma- 
laria or are from known malarial regions is the only 
apparent method of preventing transmission of this 
disease. 

At the present time the most serious of all diseases 
transmitted by blood and plasma is homologous 
serum jaundice. In England where pools of plasma 
contain 800 units the incidence of the disease is 
approximately 7 per cent of those receiving plasma. 
In this country where the pools of plasma are smaller 
an incidence of 4.5 per cent is reported. Studies of 
jaundice following the transfusion of whole blood 
reveal 1 case in every 300 to 440 transfusions. Care- 
ful selection of donors, limitation of the plasma pools 
to 10 units, and irradiation of pooled plasma will 
greatly diminish the transfer of the disease. 

Recently the feasibility of chemically inactivating 
viruses in both plasma and blood with HN¢ has been 
demonstrated. The method is described in detail. 
In a total of 975 plasma transfusions treated with 
HN: and given over a period of 10 months at the 
Henry Ford Hospital, Detroit, Michigan, not a 
single case of hepatitis has been observed. No evi- 
dence of unfavorable reaction or hematologic change 
has occurred in adults. Leucopenia was noted in 
very young children because of an intermediate 
protein HN, reaction product. A color test that has 
since been devised to detect the presence of this 
substance has eliminated the leucopenic hazard. The 
principal disadvantage in the use of HNz lies in its 
toxicity. The toxicity of the original compound and 
of some of its intermediaries and protein addition 
products requires that careful control be exercised. 
Continued laboratory and clinical investigation is 
being carried out to evaluate this method of chemical 
sterilization. 

The importance of careful medical supervision 
over the operation of a blood bank and the whole 
transfusion procedure is emphasized. Sterilization 
of both plasma and whole blood seems necessary for 
the total elimination of homologous serum jaundice. 

Curtis Artz, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Cross-Leg Flaps: A Review of 60 Cases. Prrcy H. 
Jayes. Brit. J. Plast. Surg., 1950, 3: 1. 


This study of a personal series of 60 cross-leg flap 
grafts has led the author to conclude that this pro- 
cedure is the best method of repair for any defect 
below the knee which requires full thickness skin 
cover. Such a procedure should not be used if there 
are associated injuries to the other leg, if lesions of 
the hips or knees which prevent the legs from being 
fixed in the required position are present, and for 
cosmetic reasons in women. Special care should be 
taken to be certain that the unattached “‘bridge”’ is 
as short as possible, and at least 75 per cent of the 
flap should be sutured into place when it is first 
attached. Whenever the length of the flap exceeded 
the width of its base the flap was “delayed.” In- 
cisions were made along the sides of the flap and the 
entire flap undermined 10 days before the actual 
transfer. 

Fixation with plaster of paris is preferred, and 
the casts should be applied 1 or 2 days before the 
operation. The flap is detached 24 days after attach- 
ment. Fifty-two of the 60 patients in this series 
have had a satisfactory result. 

F. J. LEsEMANN, Jr., M.D. 


The Regeneration of Sympathetic Activity in 
Grafted Skin as Evidenced by Sweating. IAN A. 
McGrecor. Brit. J. Plast. Surg., 1950, 3: 12. 


A study was made of the regeneration of sympa- 
thetic nerves in grafted skin utilizing sweating as an 
index of the sympathetic activity. A quantitative 
method of determining the sudomotor activity by 
means of the starch-iodine reaction was developed. 
Normal subjects were first examined. In the palm 
of the hand and sole of the foot the duct orifices open 
on to the apices of the epidermal ridges, and the 
pattern of distribution in these areas follows faith- 
fully the finger print pattern of the individual. In 
most other areas the distribution is irregular. In 
the finger tips it was found that there were on the 
average 450 glands per square centimeter, while in 
the skin from the abdomen there were on the average 
120 glands per square centimeter. 

Sweating has been classified as either emotional 
or thermal. Emotional sweating is thought to occur 
only on the palm of the hand, sole of the foot, and 
axilla, while thermal sweating occurs over the whole 
body except the palm and sole. It was found that 
thermal sweating is characterized by a slowly in- 
creasing activity until a peak is reached; the entire 
thermal area is involved and the peak activity is 
followed by a gradual recession when the stimulus is 
removed. Emotional sweating, on the other hand, 
appears suddenly and increases rapidly to a maxi- 


mum, subsiding equally rapidly when the stimulus 
ceases; the response is produced in all emotional 
areas. Basal secretory activity is present only in the 
skin of the sole of the foot and palm. 

Seven subjects with pedicled grafts were examined. 
In all of the grafts, recovery of sweat gland activity 
took place. The pattern of spatial distribution of the 
glands remained similar to that of the donor skin. 
There was no evidence of new sweat gland formation. 
The graft, while retaining the anatomical pattern of 
the donor skin, acquires the physiological sweating 
pattern of the recipient site. 

F, J. LESEMANN, Jr., M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Full Thickness Grafts in Finger Tip Injuries. 
GUNNAR STENBERG. Acta chir. scand., 1950, 99: 435. 


Thirty-seven cases in which full thickness skin 
grafts were applied to finger stumps after amputa- 
tion are described. The method outlined by Koch, 
Reed, Harcourt, and McCarrol was used with com- 
plete success in 30 cases, moderate success in 6, and 
with poor results in 1 case. 

The indications for a free full thickness graft on a 
finger tip which cannot be closed by primary suture 
is discussed. It is functionally superior to the thick, 
two-stage flap and pedicled grafts which require 
prolonged immobilization and are not as sensitive 
to touch and temperature. On the other hand, split 
thickness grafts over exposed bone give inadequate 
protection. The full thickness graft is taken from a 
hairless area under procaine anesthesia, and a blood- 
less field is provided by a pressure cuff inflated to 
300 mm. of mercury. The necessity for an adequate 
pressure dressing on the graft to prevent serum 
accumulation between the graft and the recipient 
site with subsequent graft necrosis is stressed. 

Rosert L. Craic, M.D. 


The Route of Tetanus Toxin Diffusion. (Sulla via di 
diffusione della tossina tetanica). Marto PELLoyja. 
Chirurgia, 1949, 4: 379. 

The theory according to which tetanus toxin 
reaches the central nervous system by way of the 
peripheral nerves is refuted by the author. He per- 
formed a series of experiments by injecting desic- 
cated tetanus toxin into the muscles of the thigh of 
guinea pigs. In the first group of animals a segment, 
2 cm. long, of the sciatic and femoral nerves was 
resected. In the second group a similar segment was 
removed from the dorsolumbar portion of the spinal 
cord. In the third group the iliac artery and vein 
were ligated. In the fourth group the iliac vessels 
were ligated and a segment of the sciatic and the 
femoral nerves was resected. The fifth group served 
as a control. 
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The effect of the various procedures at the time of 
the appearance of generalized tetanus and the length 
of the survival period were recorded. The period 
between the injection of the toxin and the appear- 
ance of tetanus was longest in the two groups in 
which the blood vessels had been ligated, irrespective 
of whether the procedure was supplemented by a sec- 
tion of the nerves or not. Death also ensued in these 
two groups but later than in the control group or in 
the groups in which the spinal cord or the nerves 
had been sectioned. The experiments showed that 
section of the nervous pathways does not prevent 
tetanus. The only hypothesis founded on an experi- 
mental basis is the one which claims that tetanus 
toxin is carried to the central nervous system by the 
blood stream. Josepu K. Narat, M.D. 


ANESTHESIA 


Males and Females as Anesthetic Risks. Torsten 
Gorpu. Proc. R. Soc. M., Lond., 1950, 43: 367. 


A five year statistical analysis is made of anes- 
thesia complications in cases of gall bladder surgery 
and gastric resections. It includes most of the serious 
cases at the hospital, and the average age is high. 
The operations were performed by experienced sur- 
geons; 428 cholecystectomies and 222 gastric resec- 
tions were analyzed. 

In this analysis, the course of anesthesia was con- 
sidered satisfactory in 65 per cent of the females 
and in only 50 per cent of the males. Perhaps this 
was due to the fact that most men are more resistant 
to drugs and poisons in general, owing to their more 
vigorous constitution. The incidence of postopera- 
tive pulmonary complications was found to be high- 
er in men. The heavier smoking by men is one ex- 
planation; another is that in women the respirations 
are predominately costal, so that an abdominal 
wound produces less reduction of respiratory ex- 
change. There was a higher incidence of postopera- 
tive vomiting and nausea in women, due perhaps to 
the fact that women are more sensitive to morphine 
and its derivatives than are men. However, the more 
serious complications, such as paralytic ileus, were 
more frequent in men. 

There were 14 deaths in this series, all of which 
occurred in males, although 69 per cent of the chole- 
cystectomies were performed in women. It appears 
from this analysis that males are a poorer risk in gen- 
eral, and are more liable to anesthetic and post- 
operative complications. Vital statistics show that 
the average age expectation of life for a woman in 
the United States is 5 years longer than that of a 
male. Perhaps the occupational difference may be 
an important factor in producing dissimilarity of 
male and female death rates. It would appear that 
mere “maleness” influences unfavorably the re- 
sistance to disease at all ages, and this shorter life 
span of the male characterizes most of the species of 
animals so far investigated. It is suggested that 
androgens, particularly those derived from testes, 
contribute to the vulnerability of males by an in- 
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crease in the rate of metabolism, which may result 
in the shortening of the life span. 
Mary Karp, M.D. 


Clinical Science Applied to the Problems of Anes- 
thesia. R. P. Harsorp. Proc. R. Soc. M., Lond., 
1950, 43: 372. 

The author stresses the need for the application of 
clinical science to anesthesia problems and exposes 
the disadvantage of the present system of recording 
in anesthesia. He describes the system he uses to 
obtain careful clinical observations during surgical 
operations. He then carefully analyzes his clinical 
observations in 83 cases of cancer of the rectum (in 
which the lithotomy-Trendelenberg position was 
used), 19 laparotomies, 6 perineal resections of the 
rectum, 1 abdominal perineal resection, and 5 peri- 
neal abdominal resections. 

Hypotension was the characteristic feature in 52 
cases in which the synchronous combined abdomino- 
perineal resection operation was performed. Two of 
the patients died soon after operation following pro- 
longed hypotension (40 mm. Hg and unrecordable). 
Clinical observation indicated that external blood 
loss was not the cause of hypotension. During the 
course of anesthesia there were three periods of hypo- 
tension, the first occurring within the first 10 min- 
utes, the second between 30 to 4o minutes after the 
beginning of anesthesia, and the third at the end of 
the operation. The first hypotension period was 
considered due mainly to the anesthesia. That hypo- 
tension which occurred 30 to 40 minutes later was 
considered due to the perineal and abdominal manip- 
ulations, and the drop in blood pressure at the close 
of the operation was due to one or a combination of 
the following three factors: levelling of the table, 
change from the lithotomy-Trendelenburg to the 
dorsal position, and release of anesthetic pressor 
influences. 

Modifications in the technique of spinal anesthe- 
sia, such as a combination of the Etherington-Wilson 
and Howard Jones techniques, have failed to prevent 
depressor effects on blood pressure at the perineal 
stage of the synchronous combined abdominoperi- 
neal operation. The use of vasopressor drugs did not 
materially alter the general blood pressure curve at 
operation. 

Two methods of anesthesia were utilized. The 
first method, which was used in 20 of the combina- 
tion abdominoperineal resections, was the intra- 
venous administration of barbiturate with curare 
combined with the inhalation of nitrous oxide and 
oxygen by carbon dioxide absorption. The second 
method, which was also used in a group of 20 pa- 
tients, consisted of spinal anesthesia with nupercaine 
(1: 200 or I: 1,500) and the intravenous adminis- 
tration of barbiturates (mainly kemithal), but no 
inhalation. 

Comparisons of anesthetic combinations were 
made. The blood loss was less in the group having 
spinal and intravenous barbiturate anesthesia with- 
out inhalation. Facial pallor was observed twice as 
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often among the patients subjected to spinal anes- 
thesia as among those subjected to the inhalation 
method. Low blood pressure of 80 mm. Hg, lasting 
for 20 minutes or more during the period of continu- 
ous observation, occurred with about equal fre- 
quency in both groups. The point to be noted was 
that vasoconstriction was a state common in both 
groups, and the distinguished feature was the level 
of the systolic blood pressure. Systolic levels of 
about 50 mm. Hg. were recorded as definite signs of 
circulatory danger during the postoperative period. 
Mary Karp, M.D. 


Preanesthetic Medication for Children. James S. 
West and E. M. Papper. J. Anesthesiology, 1950, 
II: 279. 

A study to evaluate the relative merits of atropine 
and scopolamine in identical doses in children was 
undertaken. Conditions were standardized as far as 
possible. There were 222 children in the group. The 
surgical procedure was the combined tonsillectomy 
and adenoidectomy. Vinethene and ether sequence 
was employed by the open drop method until opera- 
tion began, then air insufflation of ether without an 
endotracheal catheter was used. Premedication con- 
sisted only of atropine or scopolamine. Arbitrary 
dosages were set up: 0.0002 gm. for patients from 2 
to 5 years, 0.0003 gm. for patients from 6 to 10 years, 
and 0.0004 gm. for patients from 11 to 14 years. 
Neither the surgeon nor the anesthesiologist knew 
which drug had been administered. Evaluation was 
primarily based on the effect it had upon the secre- 
tions. The drying effect was graded as good if no 
mucus was present, fair if surgery was not impeded 


by mucus, and poor if sufficient mucus was present 
to cause interference with any part of the procedure. 


One hundred and fifty-three patients received 
scopolamine and 69 atropine. 

It was concluded that: 

1. Scopolamine is superior to atropine in its ef- 
fects upon secretions in children under the conditions 
of this study. 

_ 2. Scopolamine affords psychic sedation frequent- 
ly, whereas atropine does not. 

3. Optimal effects are noted if the drugs are in- 
jected subcutaneously from 31 to 60 minutes prior 
to the induction of anesthesia. 

4. Larger doses of belladonna drugs than are 
usually recommended for children are safe. 

LucitteE Watt, M.D. 


Complications of Spinal Anesthesia. Ursan H. 
EveRSOLE. Surg. Clin. N. America, 1950, 30: 693. 

For the sake of convenience, complications of 
spinal anesthesia may be divided into (1) those oc- 
curring at the time of operation, and (2) those that 
do not manifest themselves until the postoperative 
period. 

Complications occurring at the time of operation. 
If the level is not high enough to provide adequate 
muscular relaxation and to eliminate painful stimuli, 
the spinal anesthesia must of necessity be considered 
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inadequate, and a supplementary agent must be 
used. Pentothal sodium given intravenously, or cy- 
clopropane gas, is usually quite satisfactory. With 
a single dose of a spinal anesthetic, too often the 
operation outlasts the anesthesia. As with inade- 
quate spinal anesthesia, pentothal sodium or cyclo- 
propane has proved quite useful as a supplementary 
agent with the addition of curare for muscular re- 
laxation. If the spinal anesthetic agent is distributed 
too far cephalad in the subarachnoid space, serious 
respiratory depression may result. Treatment con- 
sists of the administration of oxygen from a gas 
machine with each respiratory effort supplemented 
by rhythmic pressure on the breathing bag. Serious 
hypotension may accompany spinal anesthesia and 
should always be considered unphysiologic. Ephe- 
drine sulfate, 50 to 75 mgm., may be used routinely 
as a safeguard against circulatory depression. Ten 
to 20 mgm. of neosynephrine in 1,000 c.c. of solu- 
tion as an intravenous drip has proved to be of great 
value. If spinal anesthesia is employed without a 
supplementary agent and nausea and retching are 
more than a temporary disturbance, the patient 
should be rendered unconscious. With patients who 
have obstruction of the pylorus or small bowel, the 
administration of a spinal anesthetic, with its ten- 
dency to increase the tone of the bowel, may result 
in the pouring out of large quantities of material 
into the pharynx. The patient should immediately 
be placed in a head-down position and all of the ma- 
terial aspirated from the pharynx. Bronchoscopy 
may be necessary. 

Complications manifest during the postoperative 
period. Headache is one of the most distressing post- 
spinal complications from the patient’s standpoint. 
Milder types generally respond to rest in bed with 
the bed level, or in head-down position. Relief may 
require medication with salicylates and occasionally 
an opiate. The more intractable type of headache 
requires careful investigation. If the spinal fluid 
pressure is low, benefit may be obtained by return- 
ing it to normal with the injection of physiologic 
saline. If the spinal fluid is elevated, it should be 
returned to normal by the withdrawal of spinal fluid 
and the patient should be put on a dehydration regi- 
men. Mary Frances Por, M.D. 


The Possible Hazards of Transthoracic Vagotomy 
During Cyclopropane Anesthesia. M. M. NEew- 
MAN, J. M. Fritz, K. S. Tine, J. W. UHL, and H. 
M. LivincsToNnE. Current Res. Anesth., 1950, 29: 
I2!I. 


The first portion of this paper is devoted to an ex- 
tensive review of the literature concerning the effects 
of cyclopropane on the heart and its possible rela- 
tionship to certain deleterious vagovagal reflexes. 

The second portion gives an account of a series of 
experiments performed on dogs and cats under cy- 
clopropane. In these experiments the vagus nerves 
were stimulated by traction, pinching, and section. 
The results of intravenous injection of pituitrin, 
epinephrine, calcium gluconate, and 1 per cent pro- 
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caine were studied. The effects of anoxia and 100 
per cent cyclopropane were studied terminally. 

In their discussion, the authors would differentiate 
the vagovagal reflexes, slowing of the heart rate, 
changes in P-wave contour, and A-V conduction de- 
fects from myocardial irritability effects manifested 
by extrasystoles, ventricular flutter, or fibrillation. 
The former effects are not apparently augmented in 
any way by cyclopropane anesthesia, and atropine 
in sufficient dosage should give complete protection, 
while barbiturates are of questionable value. The 
myocardial irritability effects are greatly augmented 
under cyclopropane. Strong visceral stimulation or 
even strong stimulation of the upper vagal fibers 
can produce reflex secretion of sympathin and epi- 
nephrine and this may be the mechanism of several 
of the reported sudden deaths during, or just after, 
cyclopropane anesthesia. Any patient in whom myo- 
cardial irritability is even suspected should be treated 
immediately with benzodioxane, dibenamine, or pro- 
caine, and another anesthetic agent substituted for 
cyclopropane. Procaine is the drug of choice. 

The deleterious effects of pitressin and epine- 
phrine are sufficient to ban the use of these two drugs 
during operation, especially under cyclopropane 
anesthesia. Mary Frances Pog, M.D. 


The Use of Xylocaine, a New Local Anesthetic, in 
Surgery, Obstetrics, and Therapeutics. I. 
Rivers HANSON and RosBert A. HINGSON. Current 
Res. Anesth., 1950, 29: 136. 


Xylocaine was the most promising of seven new 
local anesthetic agents received and tested. An ex- 
tensive investigation of its use in obstetrics, surgery, 
and urology for caudal, spinal, peridural, local, 
topical, and intravenous anesthesia was carried out. 

The drug approaches in efficiency the nerve block- 
ing properties of metycaine, and in toxicity the 
advantages of safety of procaine. It acts more 
promptly and more intensely and for a longer 
duration than does the equivalent dosage of pro- 
caine. Its anesthetic action and duration are ex- 
tended with the use of 1 to 100,000 or 1 to 200,000 
epinephrine as a vasoconstrictor in the vehicle solu- 
tion. 

The authors were impressed with the efficiency of 
xylocaine for intraperitoneal topical use. It is their 
opinion that xylocaine produces a mild vasopressor 
response. It is considered the choice for a conduc- 
tion anesthetic agent in the hypotensive and debili- 
tated patient. Probably it should not be used in 
hypertensive vascular disease, in eclampsia, and pre- 
eclampsia. No neuropathies were observed in 12 
months of experience with its use. Nausea and vom- 
iting were of uncommon occurrence. Transient 
muscle twitching, tremor, or both were decreased 
since the use of epinephrine was discontinued. 

The advantages of xylocaine include its great 
stability in water solution, rapid action, profound 
anesthesia, and its effectiveness as a surface agent 
as well as an injection agent. 

Mary FRANCcEs Por, M.D. 
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Surgical Exposures. FRANK H. Laney. Surg. Clin. N. 
America, 1950, 30: 773. 

The author discusses the principles of surgery in 
order to emphasize the basic requirements for good 
exposure in any surgical undertaking. 

These requirements are: (1) good position, (2) 
good anesthesia with good relaxation, (3) wide 
exposure obtained by incisions of adequate length, 
(4) adequate retraction, (5) good light, (6) dry 
field, and (7) anatomical dissection. 

Good position is very important for if it is not 
obtained, all the other requirements obtained may 
be nullified and the operation may be very difficult. 
The author discusses the forward projection of the 
neck with sharp rotation of the chin toward the 
opposite shoulder as a position for undertaking the 
operation on an esophageal diverticulum, for the 
operation of radical neck dissection, or for removal 
of a neck tumor. 

He also presents the importance of using the so- 
called goiter bar beneath the shoulder blade and the 
chest, which increases the distance between the 
chin and the sternal notch so that the thyroid gland 
literally projects itself forward and thus improves 
the approach to the thyroid gland. A narrow sand 
bag under the shoulder and ribs on the side to be 
operated upon allows the axilla to be thrown up into 
the field for better exposure of this area in operations 
for cancer of the breast. With this support the arm 
can be hyperextended so that the pectoral attach- 
ments are put on a stretch. 

The author then discusses a method of exposing 
the rectum and anus in the posterior portion of the 
abdominosacral removal of the rectum. One of the 
most important steps is to place the buttocks so that 
they project over the edge of the table. In this 
position the left leg is extended and a pillow is 
placed between the two legs and the right leg is 
flexed upon it. This aids in the separation of the 
nates and facilitates maintenance of the patient in 
this position. Then, with the use of adhesive, the 
skin over the gluteal region can be separated by 
attaching the adhesive to the edge of the table. The 
author has preferred this position for this operation 
rather than having the patients upon their abdomen 
because of the difficulty of obtaining adequate relax- 
ation in the abdominal position. 

In the approach to the gall bladder or biliary ducts 
a reverse Trendelenburg position is suggested. The 
simplest way to make an abdominal operation 
difficult is to operate upon a patient in a slightly 
jackknifed position. This shortens the distance 
between the ribs and the anterior superior spine and 
the pubis which results in the narrowing of the area 
of the abdomen to be exposed. Flaccidity of the 
abdominal wall occurs and makes the incision more 
difficult and limits the extent of the exposure. A 
slight hyperextension of the patient will tense the 
abdominal wall and muscles and overcome these 
objections. 
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The use of the high Trendelenburg position is 
very helpful in pelvic operations especially if the 
Trendelenburg position is used early before the 
abdomen is opened. 

Surgical exposures are fundamentally based upon 
two factors, relaxation of the muscles in the region 
to be exposed, and immobility and contraction of 
the abdominal contents. 

The author has leaned toward the use of spinal 
anesthesia, because with this type of anesthesia the 
anesthetist has been able to bring about quiet 
abdominal contents and complete relaxation in the 
field of abdominal surgery. 

In surgery of the neck the use of the endotracheal 
tube has been ideal. 

No attempt is made to suggest certain types of 
incisions, but the most important principle involved 
in getting excellent surgical exposure in any opera- 
tion is to get an adequate length of incision, and 
proper retraction for adequate visualization of the 
operative field. The importance of the length of the 
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incision is pointed out by the author in thyroid 
surgery, for in his experience the percentage of com- 
plications was definitely reduced through the use of 
wider incisions in transection of the prethyroid 
muscles. 

The use of individual retraction by means of prop- 
erly placed metal retractors rather than automatic 
retractors has been the author’s personal preference. 

The necessity of having good light for proper ex- 
posure is important and the use of not only the 
shadowless overhead light but at least 2 movable 
spotlights is necessary for adequate lighting of the 
operative field. 

A dry field is very essential in order to obtain the 
proper realization of anatomical relationships. By 
obtaining constantly a dry field anatomical relation- 
ships will be maintained, and anatomical dissection 
during an operative procedure will be facilitated. 

Thus, with time and patience good surgical ex- 
posure can be obtained and the results will justify 
the effort made. Joun E. Karasin, M.D. 
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ROENTGENOLOGY 


Unusual and Bilateral Extension and Invasion by 
the Pancoast Type of Bronchial Carcinoma 
(Ueber Doppelseitigkeit und ungewoehnliche Durch- 
bruchsarten von Pankoastoder Ausbrecherformen 
des Bronchialkrebses). RUDOLF BIRKNER and MAx 
Branpnt. Fortsch. Roentgenstrahl., 1950, 72: 641. 


Of 114 cases of bronchial carcinoma, 81.6 per cent 
were found in males and 18.4 per cent in females, the 
ratio being 4.4 to 1. Earlier diagnosis holds the 
key to better results from treatment. From 2 to 4 
per cent of the lung tumors are said by Esbach to be 
the Pancoast type of tumor which arises in a superior 
pulmonary sulcus and first gives symptoms due to 
pressure on the adjacent structures, such as the 
cervical parasympathetic nerves (Horner’s syn- 
drome), and radiating pain into the arm or shoulder 
because of pressure on the trunks of the brachial 
plexus. Many of the “pleural endotheliomas” of ear- 
lier writers are now believed to have been primarily 
the Pancoast type of tumor. This tumor is further 
characterized in that it expands and invades readily 
by breaking through its pseudocapsule and spread- 
ing by a combination of extension and implantation. 
Thus, the tumor is likely to erode ribs, penetrate the 
chest wall, and destroy the sternum. Three cases are 
reported, one of which was that of a Pancoast 
tumor which spread and was found bilaterally. 

JANE C. MacMIttan, M.D. 


Roentgen Diagnosis of Pleural Mesothelioma (En- 
dothelioma). Case Report. Haroitp ScHwartz. 
Am. J. Roentg., 1950, 63: 530. 


Pleural endotheliomas or mesotheliomas usually 
manifest themselves by pleural effusion which rapid- 


ly reaccumulates following thoracentesis. In the 
early cases only slight effusion is usually seen. Later 
there are massive effusions accompanied by a shift 
of the mediastinum. 

After the removal of fluid a thickened pleura is 
often observed. As a rule, tumor masses are not 
seen. Occasionally, however, one sees the pleural 
masses and may be able to make the diagnosis on 
the appearance of the roentgenogram alone. 

The authors present a very complete case report 
with 6 roentgenograms and 2 pictures. The pathol- 
ogy of the tumor is also briefly discussed. 

JACK EDEIKEN, M.D. 


Catheterization of the Hepatic Vein (II cateterismo 
delle vene epatiche). P. F. ANGELINO and A. ActISs- 
Dato. Minerva med., Tor., 1950, 41: 590. 


The multiplicity and the polymorphism of meta- 
bolic functions of the liver render their study diffi- 
cult. Hence every new functional test deserves a 
careful study. One of them, namely, catheterization 
of the hepatic vein, is an important contribution to 


the methods of evaluation of the metabolic activity 
of the liver under normal and pathologic conditions. 
Gasometric determinations as well as measurements 
of the sugar, bilirubin, urea, and protein content of 
the blood in the hepatic vein can thus be accom- 
plished. 

The patient is given 3 gm. of chloral hydrate by 
enema the night preceding the examination. The 
test is performed on a fasting patient in the supine 
position. A French catheter, size 5-6-7 and curved 
from 35 to 40 degrees at a distance of from 4 to 5 cm. 
from the distal end, is introduced under local anes- 
thesia into the median or basilic vein of the elbow. 
The employment of the anesthetic eliminates the 
danger of a spasm of the vein, which is the most 
frequent cause of failure. If necessary, the local in- 
filtration may be repeated at short intervals. The 
catheter is maneuvered in such a manner that, when 
its end reaches the atrium, its concavity is pointing 
to the right. Usually the catheter enters the right 
branch of the hepatic vein. 

In approximately 30 per cent of the cases the 
catheter failed to enter either the inferior vena cava 
or the hepatic vein. Failures are attributable to 
hypertrophy of the heart, altered relations between 
it and the large blood vessels, or a spasm of the 
hepatic vein. JosrEpn K. Narat, M.D. 


Nonvisualization of the Gall Bladder. A Contri- 
bution to the Roentgenologic Contrast Deli- 
neation of the Vesica Fellea Following Water 
Stimulus or Karlsbad Salts (Die nichtgefuellte 
Gallenblase nach Wasserstoss oder Karlsbader Salz). 
UmBerto Coccuti. Acta radiol., Stockh., 1950, 33: 
IIS. 

A cholecystographic study was made of 217 cases 
with oralgetragnost as a contrast medium. In the 
diagnosis by this method, 5 criteria were used as 
follows: (1) the clearly visible shadow of the gall 
bladder, (2) the weakly visible shadow, (3) the ab- 
sence of shadow, (4) a good contraction and empty- 
ing function of the gall bladder, and (5) the absence 
of contraction. 

In 128 of these 217 tests (56.7 per cent) there was 
either a clearly or weakly visible shadow, and in 94 
(43.3 per cent) there was no shadow. In 156 of these 
cases there were clinical signs of disease of the bile 
sac and bile passages, in 72 (46.2 per cent) there was 
clearly or weakly visible filling, and in 84 (53.8 per 
cent) filling was absent. In the remaining 61 cases 
the trouble lay outside of the bile passages. In 51 of 
these there was filling (84 per cent) and in ro (16 per 
cent) filling was absent. 

In 82 of the 217 patients the condition was later 
controlled operatively. In 25 of these cases there 
was good filling of the gall bladder, in 8 weakly 
visible filling, and in 51 no filling. Of the 25 with 
good filling 8 presented a seemingly normal gall 
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bladder at operation; 5 presented a condition clin- 
ically suspicious of cholecystic disease, and the 
remaining 3 cases were instances of pancreatitis. 
The remaining 17 patients were found to have gall 
stones, which had already been diagnosed roentgen- 
ologically. 

Among the 8 patients with weak filling of the gall 
bladder there was rarely an intact gall bladder. 
In 2 there was a carcinoma of the bile passages (1 at 
the papilla of Vater and 1 at the opening of-the cystic 
duct into the choledochus) and in the remaining 6 
there was stone in the gall bladder itself, in the cystic 
duct, or in the choledochus. 

Of the 49 patients without gall-bladder filling, 3 
(approximately 6 per cent) presented an intact 
biliary tract and an intact biliary sac (2 having 
obscure abdominal complaints and 1 suffering from 
hepatic metastases of carcinoma). The remaining 46 
patients of this group (94 per cent) who were ope- 
rated upon had gall stones (36 or 73 per cent), 
carcinoma of the bile passages or pancreas, chole- 
cystitis, adhesions, or abscess in the abdomen. 

Thus, in 68 of the operative patients disease of the 
biliary system was found, and in these 68 there was 
good filling of the gall bladder in 17 (25 per cent), 
weak filling in 8 (12 per cent), and absence of filling 
in 43 (approximately 63 per cent). 

The author believes that 2 nonfilling gall bladders 
mentioned as part of the 49 nonfilling gali bladders 
in the operative material of 82 cases may be ex- 
plained on the basis of microscopic inflammatory 
changes in the cholecystic mucosa not determinable 
macroscopically; still, he does not think that all such 
instances can be so explained. 

Of the other factors which may be concerned with 
the nonfilling of seemingly normal gall bladders, the 
contrast preparation used is certainly involved. 
Priodax (biliselectan) seems to produce the highest 
percentage of successful fillings. About 10 per cent 
more gall bladders will fill after a second or third try. 
Two decades ago Benassi showed in experiments on 
dogs that the administration of tap water produced 
some contraction of the gall bladder, and in 1937 
Viie'e (Radiol. Med., 1937, 24: 524) demonstrated 
some improvement in the shadow density and a 
moderate degree of contraction of the gall bladder 
with this method in man. During the past few 
months at the Zurich Institute of Roentgenology 
they have been giving tap water orally to the pa- 
tients when the fasting exposure was unsuccessful. 
The amounts given were 200 c.c. Then a second ex- 
posure was taken 1o minutes later, and a third 
exposure 40 minutes later. A teaspoonful of Karls- 
bad salts in 50 c.c. of water was substituted for the 
tap water in many instances. 

In 27 (31 per cent) of the 88 patients treated in 
this manner the gall bladder was rendered visible or 
the shadow contrast was improved. In 6 (6.8 per 
cent) of these patients stones could be demonstrated 
in the sac by this method when they could not be 
seen with ordinary methods. This proportion was 
increased to 10 per cent of the patients in whom a 
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previous clinical diagnosis of gall stones had been 
made. The contraction of the organ did not appear 
to parallel the increase in shadow density, and was 
never so marked as that following the Boyden test 
meal consisting of the yolks of two eggs. However, 
since it has been shown that the oral administration 
neither of tap water nor of the solution of Karlsbad 
salts has any choleretic effect, as assumed by Vitale, 
the author believes that the increase in shadow den- 
sity with this method must be exclusively the result 
of the increased tonicity of the organ, which in- 
creases the absorptive capacity of its mucosa for 
the water of the bile. 

Thus, the method is of value to the roentgenologist 
in that it affords, if positive and if liver damage is 
excluded, a rather certain proof of the absence of 
obstruction in the extrahepatic bile passages. It also 
provides a better delineation of the stone in chole- 
cystic lithiasis. Joun W. BRENNAN, M.D. 


Factors Determining the Dynamic Opacity in Cho- 
lecystography (Sui fattori determinanti della opa- 
cita dinamica in colecistografia). GIOVANNI ZACCONE. 
Radiol. med., Milano, 1950, 36: 353. 


Zaccone states that the layer of heavy bile formed 
in contact with the gall bladder wall by absorption 
of water does not mix with the central bile but slides 
down along the wall toward the lowest part of the 
organ where it is stratified. The result is that the 
gall bladder does not contain, at least during ct.ole- 
cystography, a bile of uniform physicochemical 
constitution, but fractions of bile arranged in layers 
of various concentration, density, and chemical 
composition. He has demonstrated in vitro and in 
vivo that the increase in thickness of the opaque 
bile accumulating in the lowest part of the gall 
bladder causes the increase in density of the roent- 
gen shadow of the organ during the water test of 
Vitale and the fatty meal test of Rossi and Bronner. 
Under these stimuli and presumably also under the 
other stimuli capable of releasing the phenomenon 
of dynamic opacity (psychic stimuli, enema), the 
gall bladder by increase in tonus and by contraction 
reduces its diameters and thereby changes in the 
sagittal diameter (the vertical with the patient 
prone) the relation between the ventral heavy 
opaque bile and the dorsal light transparent bile in 
favor of the first. Thus, while the transparent bile 
which is nearer to the cystic duct is evacuated into 
the duodenum, the lower opaque bile must arrange 
itself in a thicker layer until it occupies the entire 
sagittal diameter and in that position opposes the 
passage of the roentgen rays. In this manner the 
thickness of the opaque medium is increased while 
its quantity remains the same. 

The importance of this factor in the determina- 
tion of the phenomenon of dynamic opacity, at first 
suspected and now proved, deprives the functional 
test of the absorption of the gall bladder mucosa 
under stimulation of any value. This, of course, is 
in opposition to what has been accepted by Casati 
and Buisson. Nor is there any validity to the argu- 
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ment of Corseri who claims that the reduction of 
the diameters of the gall bladder is an expression of 
the absorption of water by the mucosa. This reduc- 
tion, he states, cannot be explained in any other 
way because with the water test no opening of the 
sphincter of Oddi would occur and consequently 
there would be no elimination of bile from the gall 
bladder. Nevertheless, in another report Zaccone 
has demonstrated the passage of opaque bile into 
the cystic duct, the choledochus, and the duodenum, 
which is evidence of the opening of the sphincter 
after the water test and the expulsion of bile from 
the gall bladder. RicHarp Kemet, M.D. 


The Prenatal Roentgenological Diagnosis of Hy- 
drops Fetalis. Eric SamMuEL and JoEL CoHEN. 
Brit. J. Radiol., 1950, 23: 225. 

Hydrops fetalis is one variety of erythroblastosis 
fetalis and is characterized by marked generalized 
anemia and edema with hydrothorax and ascites, 
and enlarged liver and spleen. The mortality at 
present remains 100 per cent. The etiology of the 
condition is reviewed. 

Since hydrops fetalis is the most severe condition 
of this group, it produces the most striking roent- 
genological features. The changes peculiar to it are 
due to the anasarca and fluid in the thorax and ab- 
domen, namely, the “halo-sign,” consisting of a 
double shadow around the bones of the cranial vault 
due to edema of the scalp; straightening of the nor- 
mal curvature of the spine due to enlargement of the 
spleen and liver, and ascites; the “Buddha sign’”’, so- 
called because of the appearance produced by the 
legs being flexed at the knees and partly extended at 
the hips; and increased density of the long bones. 
The latter is presumably due to increased fluid 
content of the soft tissues plus hyperplasia of the 
bone marrow. This osteopetrosis is common to all 
forms of erythroblastosis fetalis. 

A case with positive roentgenological findings in 
the absence of high anti-Rh, anti-body titer and 
illustrating the above features is presented. Super- 
imposed upon these findings may be the signs of 
fetal death due to any cause. 

The original article contains 5 roentgenograms, 1 
photomicrograph, and ‘1 photograph. 

ROBERT L. RAPHAEL, M.D. 


Misinterpretations in Pyelography, and Nephrecto- 
my in ‘Essential’? Hematuria (Pyelographische 
Fehldeutungen und Nephrektomie bei “essentieller” 
Haematurie). G. W. GuENTHER. Fortsch. Roent- 
genstrahl., 1950, 73: 42. 


The author warns against unjudicious nephrec- 
tomy because of hematuria. Also other renal inter- 
ventions, such as decapsulation or denervation, for 
treatment of hematuria should be discouraged. Cases 
of “essential” hematuria in which intravenous and 
retrograde pyelography as well as the functional 
tests are perfectly normal are not infrequent. Often 
physicians overrate the blood loss; even hematuria 
of many months’ duration rarely leads to anemia. 
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Hemorrhage never originates in the kidney paren- 
chyma, but in the pelvis, the papillae, or the ureter. 

Causes of essential hematuria may be the not in- 
frequent giant papilla, infectious pyelitis, or injury 
of the pelvis caused by overfilling in retrograde 
pyelography. 

Instructive pyelograms and photographs of extir- 
pated kidneys are shown in the original article to 
illustrate some of the reasons for misinterpretation. 
Faulty technique in retrograde pyelography, spastic 
conditions of the papillae and the pelvis, or func- 
tional narrowness of one of the calyces may simulate 
tumor and lead to unnecessary nephrectomy. 

WERNER M. Sotmitz, M.D. 


Diagnostic Peculiarities in Double Kidneys (Diag- 
nostische Besonderheiten an Doppelnieren). THEO- 
DOR SCHULTHEIS. Fortsch. Roentgenstrahl., 1950, 
73: 54- 

Congenital duplication of the pelvis occurs in 
many variations. The ureter may be double in its 
entire length with a separate ureteral-ostium, or it 
may branch off at any level. 

It is often not easy to diagnose duplication even 
in otherwise normal and healthy kidneys. A special 
technique is necessary to visualize the branching off 
of the ureter. The more cranially the fork is situated 
the better are the chances that it is visualized by the 
usual pyelographic technique. When the ureteral 
catheter lies in one branch the other one can be filled 
only by ureteroureteral reflux or by retroperistalsis. 
Often this does not take place so that the diagnosis 
of duplication is missed. In intravenous pyelography 
a duplication shows up only if both portions have 
sufficient functioning parenchyma. Reflux from one 
system to the other has never been observed. 

Numerous degrees of duplication can be differen- 
tiated by pyelography. The cranial portion of the 
pelvis is always the smaller one and consists of two 
sets of calyces; the caudal portion may have two or 
three sets and presents the same appearance as an 
undivided pelvis. 

Sources of diagnostic errors are discussed in the 
article. In retrograde pyelography the cranial por- 
tion often fails to fill and as the caudal portion pre- 
sents a normal picture no suspicion of duplication is 
aroused. Other malformations combined with dupli- 
cation may produce bizarre pictures. 

In complete duplication one of the ureters may 
end ectopically in the urethra and cause chronic in- 
continence. This condition is 5 times more frequent 
in women than in men. 

WERNER M. Sotmitz, M.D. 


Visualization of the Urethra and the Bladder with 
Water Soluble Contrast Materials (Die Dar- 
stellung der Harnroehre und der Harnblase mittels 
wasserloeslicher Kontrastmittel). Nits P. G. Ep- 
LING. Fortsch. Roentgenstrahl., 1950, 73: 18. 


As the urethra, bladder, and prostate act as a 
functional unit in the processes of filling and of mic- 
turition, they should be visualized together rather 
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than separately in urethrocystography. This is pos- 
sible with a water soluble contrast material that 
mixes rapidly with the urine. 

The author at the Karolinska Sjukhuset, Stock- 
holm, Sweden, uses preparations containing iodine 
linked to an organic compound. Forty cubic centi- 
meters of the 35 per cent contrast material are di- 
luted with the same amount of distilled water and 
injected with the instrument devised by Knutsson. 
Pictures are taken during the injection in supine 
and right and left oblique positions, and during 
micturition. The latter pictures are of special diag- 
nostic importance. 

Malformations, strictures, postinflammatory con- 
ditions of the prostate, and tumors are well visual- 
ized. 

Also in women the urethra and bladder floor can 
best be demonstrated by this method. 

WERNER M. Sotmitz, M.D. 


The Possibility of Protecting the Living Organ- 
ism From the Effects of Roentgen Rays by 
Chemical Means. ARNE ForssBErG. Acta radiol., 
Stockh., 1950, 33: 296. 

Attempts to protect living organisms from the 
effects of roentgen rays are reported. Cysteine given 
to bacterial cells immediately before irradiation 
partly protects the culture from the irradiation 
injury. The author presents some experiments on 
this problem. The Propionibacterium pentosaceum, 
strain van Niel, was used in some experiments 
bearing upon the mechanism of the protective 
action. Other SH- containing chemicals act simi- 
larly, but related chemicals without a sulphydryl 
group do not. The experiments with bacterial cells 
seemed to indicate that it should be possible to apply 
the same principle when irradiating local parts of 
the animal or human body as the cysteine protection 
is obviously attained after a diffusion of the acid 
into single celis. 

A trial was made on guinea pigs using the epila- 
tion as a criterion of the roentgen effect. Adult 
guinea pigs weighing from 14 to 1 kgm. were shaved 
and two equal roentgen doses were given on the 
fields (25 mm. in diameter) on both sides of the 
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back. The irradiations were given with 50 kv., total 
filtration around o.2 aluminum and an intensity on 
the skin surface of 460 r/m. The cysteine, buffered 
to pH 6.4 with alkali, was injected intracutaneously 
before the radiation was given in the amounts 
shown below. Unbuffered cysteine solution is in- 
jurious to the skin when administered in this way. 
Mild massaging of the field accelerated the distri- 
bution in the skin so that the small blisters dis- 
appeared swiftly. The irradiation was started within 
5 minutes afterward and was finished from 1% to 
344 minutes later. On the opposite (control) field 
physiological saline solution was injected in equal 
amounts and then processed as above. 

Preliminary experiments showed that doses be- 
tween 500 and goo roentgens caused partial to com- 
plete epilation but left the skin undamaged after 
the primary erythema. The first series of 8 animals 
were treated with cysteine on one field in a concen- 
tration of 1 mgm. /o.3 ml., the total quantity 
injected varying from 1 to 1.8 mgm. per field. The 
roentgen doses varied from 700 to 950 roentgens. 
In all instances a better hair growth in the cysteine- 
treated fields could be registered, although in some 
instances it was not so pronounced. Experiments 
with a cysteine concentration as mentioned and 
higher roentgen doses, between 1,200 and 1,600 
roentgens, failed to show any significant protection. 

Tn a third series the interest was concentrated on 
a study of epilation with the constant dose of 840 
roentgens and with an increased cysteine injection 
per field, between 2 and 5 mgm. The results showed 
a more constant and pronounced protective effect 
without exception. 

In additional experiments the cysteine concen- 
tration was raised. The only visible effect of the 
irradiation on the cysteine fields was a slightly 
depressed growth rate of hair. A few weeks after the 
treatment of the cysteine field it was almost impos- 
sible to distinguish it from the surrounding coat, 
while the roentgen-treated control fields were naked. 
The author concludes that the injection of cysteine 
immediately before irradiation protects the hair 
follicles of the skin to,a certain degree. 

FRANK L. Hussey, M.D. 





MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Sickle Cell Anemia: A Surgical Problem. Harweti 
Witson, R. H. Patterson, and L. W. Diccs. 
Ann. Surg., 1950, 131: 641. 


Approximately 10 per cent of Negroes possess a 
congenital anomaly characterized by change in the 
shape of red cells to bizarre multipointed forms when 
placed in an environment of reduced oxygen content. 
Approximately 1 in 40 of these individuals with sickle 
cell trait, or sickelemia, develop sickle cell anemia. 

Sickle cell anemia is a chronic disease, often ap- 
pearing in infancy. There is evidence of increased 
red cell destruction, hemolytic jaundice, increased 
red cell regeneration as evidenced by hyperplastic 
bone marrow, osteoporosis of cancellous bones, 
nucleated red cells in peripheral blood, and an in- 
creased reticulocytosis. Recurrent febrile episodes 
occur, often with abdominal pain and leucocytosis. 

Pathologic findings consist of congestion of the 
smaller blood vessels with sickled red cells, throm- 
bosis, infarction, and replacement of parenchyma 
by scar. The most commonly involved viscera are 
the spleen, the bones, and the central nervous sys- 
tem, but the kidney, liver, skin, and intestinal tract 
may also be involved. 

The acute abdominal pain of a sickle cell crisis 
may simulate the peristaltic pain of intussusception 
or intestinal obstruction, acute appendicitis, ureteral 
colic, or perforation of a hollow viscus. Fever, 
leucocytosis, and a varying degree of jaundice are 
frequently present. Gall stones are frequently pres- 
ent, presumably pigment stones from increased red 
cell destruction. Bone and joint pain is common. 
Advanced cases show a coarseness of architectural 
pattern with “hair on end” trabeculation of new 
bone formation in the skull, and occasionally aseptic 
necrosis of the femoral head. Leg ulcers are com- 
mon, especially in adult cases, and are refractory to 
treatment. Priapism and hematuria are common, 
often with flank pain. 

One explanation of these symptoms is that the 
blood containing the sickled cells in large numbers is 
more viscid and circulates poorly. Often some con- 
dition is present which favors mechanical stasis or 
increase in plasma viscosity. Stasis causes anoxia; 
anoxia causes sickling which, in turn, increases 
viscosity, producing further stasis and perpetuating 
the vicious cycle. Six cases are cited to illustrate 
the differential diagnosis between acute surgical ab- 
dominal conditions and sickle cell crises. 

The presence of joint pains, poorly localized ab- 
dominal signs, anemia, and jaundice should suggest 
the possibility of a sickle cell crisis as an explanation 
for abdominal pain in a Negro patient. The diag- 
nosis is established by finding sickle cell forms and 
bizarre morphology in moist preparations of periph- 


eral blood with the cover slip sealed by petroleum jelly. 
Matcoim Pum, M.D. 


Newer Concepts of Blood Coagulation, with Par- 
ticular Reference to Postoperative Thrombosis. 
ALTON OCHSNER, JOHN H. Kay, Paut T. DECAmp, 
SAMERHILL B. Hutton, and Georce A. BALLA. 
Ann. Surg., 1950, 131: 652. 

The two important factors in the development of 
phlebothrombosis are (1) increased coagulability of 
blood in individuals subjected to tissue trauma, and 
(2) a precipitating factor of circulatory stasis. An 
effort has been made to prevent circulatory stasis 
by early ambulation, compression bandages applied 
to lower extremities, deep breathing exercises, and 
external heat. Despite these measures phlebothrom- 
bosis frequently develops. Analysis of all the cases 
of thromboembolism occurring at the Charity Hos- 
pital, New Orleans, during the period from 1941 to 
1948 showed an increase in the total incidence of 
thromboembolism as well as an increase in the in- 
cidence of fatal and nonfatal pulmonary emboli. 

There is some evidence to show that penicillin 
and aureomycin cause increased coagulability of 
blood. Fatal pulmonary emboli, undoubtedly due 
to heart disease with mural thrombus formation, 
occurred most frequently on the medical service. 
A low percentage of fatal pulmonary emboli was ob- 
served on the obstetrical service, and this was 
thought to be due to the greater incidence of throm- 
bophlebitis with a firmly adherent clot rather than 
to phlebothrombosis. Approximately half the cases 
of fatal pulmonary embolism showed no preceding 
signs of phlebothrombosis or thrombophlebitis. Of 
the remaining half, the majority of the patients had 
phlebothrombosis rather than thrombophlebitis. 

Antithrombin levels were determined on 301 sur- 
gical patients before and on successive postopera- 
tive days, together with prothrombin times and 
fibrinogen B levels. If the antithrombin levels were 
1 to 32 or higher, and were continued at these levels, 
intravascular clotting did not occur. No differ- 
ence was noted in the incidence of intravascular 
thrombosis and fatal pulmonary embolism between 
the control group and a group of patients given alpha 
tocopherol alone. When alpha tocopherol and in- 
travenous calcium gluconate were administered to- 
gether prophylactically, no cases had antithrombin 
levels of less than 1 to 16 and there were no clinically 
demonstrable thromboses, but there was one fatal 
pulmonary embolus. In this case thrombosis was 
probably present preoperatively, and the mainte- 
nance of a high antithrombin level did not prevent 
pulmonary embolism. The authors feel that if 
phlebothrombosis is already present, repeated pul- 
monary emboli may occur despite the prevention of 
further coagulation of blood. One definite advantage 
of alpha tocopherol and calcium administration over 
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other anticoagulants is that although a high anti- 
thrombin titre will prevent a clotting tendency, it 
will not produce a hemorrhagic tendency as is likely 
with other anticoagulants. A possible explanation 
of intravascular clotting may be a relative dispro- 
portion between prothrombin and antithrombin 
levels, and that whenever the disproportion be- 
comes great enough, clotting occurs. The authors’ 
therapy is designed to correct the antithrombin de- 
ficiency which occurs in a high percentage of pa- 
tients subjected to major surgical procedures. 
MAtcotm Pivum, M.D. 


Loss of Weight and Volume in Human Fat Grafts, 
with Postulation of a ‘‘Ceil Survival Theory.’’ 
Lynpon A. PEER. Plastic & Reconstr. Surg., 1950, 
5: 217. 

\n excellent experimental study was carried out 
and presented in order to determine the fate of free 
fat grafts. The experimental procedures were done 
on human subjects with the use of isogenous fat 
grafts and autogenous fat grafts. In the autogenous 
fat grafts multiple small fat grafts were used, as 
were single fat grafts. Biopsies of these grafts, taken 
at intervals between 3 and 14 months, were ex- 
amined microscopically. 

The results of the experiments in human fat grafts 
were as follows: 

The human isogenous fat grafts disappeared com- 
pletely following transplantation in all of the cases 
in the study. The connective tissue which replaced 
the isogenous grafts was so reduced in volume that 
it could in no way provide an acceptable substitute 
for the transplanted fat grafts. The human autoge- 
nous fat grafts survived transplantation as fatty 
tissue and, on an average, lost about 45 per cent of 
their weight and volume 1 year or more after trans- 
plantation. A composite human autogenous fat 
graft made up of multiple small segments of the 
fat loses a larger percentage of its weight and volume 
than does a single fat graft of equal size. The aver- 
age weight loss of a composite fat graft was about 
79 per cent the first year or more following trans- 
plantation. 

Microscopic studies of the autogenous fat grafts 
supported the belief that certain durable cells in the 
fat graft receive an early and adequate circulation 
and continue to survive, while the remainder of the 
graft degenerates and is gradually eliminated; thus, 
the fat cells present in the graft one year or more 
after transplantation are surviving or descendant 
fat cells from the original graft. 

In addition to survival of the original fat cells, it 
was the author’s opinion, from sections studied for 
periods of from 4 days to 14 months, that there were 
no new fat cells in the process of formation from the 
wandering host histocytes or other host cells. 

Blood vessels containing normal white blood cells 
and uncoagulated red blood cells were present in the 
autogenous grafts as early as 4 days following trans- 
plantation. Some of these blood vessels appeared to 
be part of the original vascular system of the graft 
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rather than ingrowing vessels from the surrounding 
host tissue, which indicated the establishment of 
early blood circulation through anastomosis of the 
graft and the host blood vessels. The blood vessels 
which appeared to contain circulating blood were 
larger than the ingrowing host capillaries present 
at the periphery of the graft. 

An interesting observation, which supported the 
hypothesis of direct anastomosis between severed 
ends of vessels in the host tissue and those in the 
graft, was made-in a single case in which the trans- 
planted skin from the eyelid which contained 
capillary nevi was transferred to a recipient site 
behind the ear. The transplanted skin from the 
eyelid, which was quite pale at the time of transfer 
because of the absence of circulating blood in the 
capillary network, regained its bright red color 5 
days after transplantation to the site behind the ear. 
This indicated that the severed vessels from the host 
site anastomosed with sévered vessels in the grafted 
skin, thus re-establishing circulation in the original 
vascular system of the graft. 

Further microscopic observation of the autogenous 
fat graft revealed that areas of degeneration were 
scattered rather diffusely and were not especially 
marked in the central dependent portion of the 
graft. Fat cells at the periphery of the graft seem to 
show more degenerative changes than central cells, 
probably as a result of the trauma in cutting the 
grafts, and exposure. 

It was further observed that both the multiple 
and the single autogenous fat grafts appeared like 
normal fat one year or more after transplantation. 
The autogenous fat grafts may actually increase in 
size if the patient takes on an increase in adiposity, 
which apparently affects the particular fat system 
from which the graft was taken. 

Fat grafts are affected by trauma, exposure, in- 
fection, and excessive pressure due to a tight band- 
age applied over the graft. 

The author’s experimental work with free human 
autogenous grafts transplanted in contact with un- 
like tissue demonstrated the importance of the living 
element in these grafts, namely, the tissue cell. When 
the cells in a free graft in contact with unlike tissue 
survive following transplantation the intercellular 
material, or matrix, and the intracellular material 
of the graft also tend to survive, so that the graft 
retains its characteristic appearance and physical 
properties; a cartilage graft appears as cartilage, a 
bone graft as bone, a fat graft as fat, and so forth. 
Thus, a cell survival theory is postulated, i.e., that 
the living human autogenous grafts tend to retain 
their specific structure following free transplanta- 
tion in unlike tissue when the cells survive as living 
entities. When the cells fail to survive, the graft is 
replaced by fibrous tissue or mixed connective tissue 
derivatives. Living autogenous grafts in contact 
with unlike tissue do not tend to be absorbed and re- 
placed as the same type of tissue by infiltrating cells 
from the surrounding host tissue. 

Joun E. Karasin, M.D. 
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